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ORIGINAL ARTICLES 


ORTHOPEDIC SURGERY OF THE UPPER 
EXTREMITY* 


A. Stemnpter, M.D., F.A.C.S. 
Iowa City 


For the last seven years, we have given a great 
deal of attention and much study to the disabilities 
of the upper extremity. Such a problem is, natural- 
ly, difficult, intricate, and in its application to sur- 
gery certainly new and undeveloped. We found it 
best to approach it with caution in an analytic sort 
of a way, by which, joint for joint, the principal 
disabilities are first recognized and then the neces- 
sity as well as the practicability of surgical inter- 
vention is considered. Now, primarily, such dis- 
abilities may be morphological or dynamic in na- 
ture; that is, they may be due to position or due to 
motor inability; but, inasmuch as function and 
position are so closely interrelated in the joints of 
the upper extremity, clinically such a separation of 
conditions into positional and dynamic ones is not 
practical, and we prefer rather the regional dis- 
tinctions. 

For the shoulder, the position of greatest dis- 
ability is fixation in adduction and inward rotation. 
The principal motion in the joint is abduction. 
Flexion and extension comes next and rotation is 
the last in importance. Inability of abduction is 
encountered in many orthopedic conditions. It is 
inhibited passively by contractures following cap- 
sular injuries, tendon tears, in subdeltoid bursitis, 
in birth palsy, in bone injuries, and in many other 
conditions. Active abduction may be lost in all 
kinds of paralyses—peripheral, spastic, and polio- 
myelitic. 

In the elbow again, the position of greatest dis- 
ability is extension. The principal motion is flex- 
ion. We find flexion extension inhibited by con- 


*Presented before the Southern Minnesota Medical 
Association meeting, Mankato, December, 1922. 


tractures after bone injuries, in ischemic contrac- 
tures, or contractures of any other kind; in trau- 
matic and inflammatory ankylosis of the joint, etc. 

We also find frequent loss of active flexion in 
all forms of paralysis, birth palsy, peripheral 
paralysis, spastic paralysis, and anterior poliomye- 
litis. 

The same may be said of the loss of pronation 
and supination of the elbow, where contractures 
and ankylosis as well as loss of active motion fol- 
lows such conditions as mentioned above. 


For the wrist, the position of greatest disability 
is full flexion. Active extension or extension posi- 
tion is here often more important than active flexion 
because the principal physiological position of the 
wrist is that of slight hyperextension. Here we find 
flexion deformities in all kinds of injuries to the 
forearm bones or the bones of the carpus, as well 
as in ischemic contractures and in scar contractures 
of all kinds; in contractures following tenosynovi- 
tis, etc. On the other hand, the paralytic drop 
wrist is a very common occurrence following infan- 
tile as well as peripheral paralysis. 

For the fingers, the position of greatest disabil- 
ity is hyperextension in the metacarpo-phalangeal 
joints, and for the thumb that of adduction and 
extension, because both conditions interfere with 
the free play of opposition of the thumb and the 
closure of the fingers which are so fundamental for 
the function of the hand. Finger motion is inhibited 
passively in contractures of all kinds following in- 
jury of the bone; following injuries or inflamma- 
tory condition of the joint; in ankylosis of wrist 
and fingers; following tenosynovitis, and following 
ischemic contractures. Loss of finger motion is 
very frequent in peripheral injuries, in spastic con- 
tractures, in infantile paralysis. Loss of active 
opposition of the thumb is often seen in thenar 
palsy following infantile paralysis as well as paral- 
ysis of the peripheral nerves. 

Practically all surgical interference in chronic 
disabilities of the upper extremity is conditional 
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upon the failure of accomplishing natural recovery 
by conservative methods: this means, in cases of 
contractures, mechanical treatment with splints or 
apparatus; in case of paralysis, also the treatment 
with splints, and in both types the after-treatment 
upon physiotherapeutic lines should precede any 
surgical indication. Exception to this can be found 
only in such conditions as are obviously not 
amenable to conservative means, such as ankylosis 
of the joints. 


Of this large number of conditions, time permits 
only the selection of a few types. 


An example of shoulder contraction is the con- 
dition seen in birth palsy or in some injuries to 
tendon insertions at the upper end of the humerus. 
The choice of methods naturally falls first on the 
bloodless manipulation of the joint from the dis- 
abled position of contracture to a functionally more 
favorable position, at the same time overcoming the 
contracting forces. To this group of contractures 
may also be added the subdeltoid bursitis, which 
is an inflammation either of the subacromial bursa 
itself or more often an injury to the tendon under- 
lying the bursa with subsequent tendon degenera- 
tion and deposit of lime salts. 


The majority of all these conditions mentioned 
is amenable to manipulative correction with or 
without the application of an anesthetic, and fol- 
lowed by the application of a splint and by mas- 
sage and active and passive motion. A word may 
be said here about manipulation of contracted 
joints in general. In our series, twenty-one joints 
of the upper extremity have been manipulated. The 
results obtained only confirm the conviction of the 
writer that in manipulating a joint the all-impor- 
tant point is whether the lesion is intra-articular or 
extra-articular. Extra-articular lesions are amena- 
ble to permanent correction by forcible manipula- 
tion carried out judiciously and with care. The 
result will be a more or less complete return to 
normal function. Intra-articular lesions are not 
amenable to passive manipulation as far as func- 
tion of the joint is concerned; that is, no gain of 
motion can be expected by the forcible manipula- 
tion of joints with true intra-articular adhesions. 
The gain can only be in position and not in range 
of motion. This rule does not apply to massage 
and gentle passive motion. Where the line of cleav- 
age is between manipulation and passive motion, 
it is hard to say. It certainly does not lie in the 


application of an anesthetic; but the point is that 
any brisk handling or manipulating of a joint har- 
boring adhesions must lead to blood effusion, which 
again will result in the reforming of adhesions in 
even greater numbers. 

When the contracture of birth palsy does not 
yield to passive stretching, the operation best per- 
formed is that of Sever, which consists essentially 
in open tenotomy of the contracted tendon of the 
subscapularis. This operation was performed five 
times with satisfactory results. ; 


Some cases of subdeltoid bursitis also demand 
operative interference, especially those in which a 
lime-salt deposit exists in the supraspinatus ‘tendon. 
Here the operative interference consists in the 
opening of the bursal sac, and the removal of the 
deposit through the incised floor of the bursa. This 
operation was performed seven times in the author’s 
series. In all instances, the after-treatment is fixa- 
tion by plaster of Paris casts or splints in the de- 
sired position, and the application of active and 
passive motion and massage. 

The Flail Shoulder—tThe best example of this 
condition is encountered in paralysis of the deltoid 
muscle in anterior poliomyelitis. Loss of this mus- 
cle is found in 85 per cent of all cases of infantile 
paralysis of the upper extremity. The definite loss 
of the muscle can only be established by the failure 
of a properly applied and extended conservative 
treatment of splinting, massage, etc., or in cases in 
which degeneration of the muscle is quite evident. 
The surgical indication in a case of permanent loss 
of the deltoid is arthrodesis of the shoulder joint. 
In this operation, the shoulder joint is approached 
from a U-shaped incision around the acromion, the 
tip of which is chiseled through to gain better ac- 
cess to the joint, and is deflected downward together 
with the degenerated deltoid muscle. The arthrod- 
esis itself is accomplished by complete denuding 
of both the glenoid fossa and the head of the hu- 


merus. 


At operation, a plaster cast is applied with the 
arm in position of right angle abduction and slight 
forward flexion in children, and 70 degrees abduc- 
tion and slight forward flexion in adults. The cast 
remains for three months and is then substituted 
by a splint in the same position so that massage 
and active and passive motion may be instituted, the 
splint being lowered gradually and being finally 
discarded after another three months. Twenty-eight 
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cases of this kind were operated, practically all for 
flail shoulder in infantile paralysis. The results 
were good in seventeen of these cases, fair in five, 
poor in one and in five the result could not be de- 
termined. 

The Elbow.—An example of motor disability of 
the elbow is contracture and ankylosis following 
injury. The elbow is the joint of the upper extrem- 
ity in which arthroplasty is indicated, partly be- 
cause of the comparatively good results attending 
the arthroplasty of this joint and partly because 
neither in the shoulder nor in the wrist can the 
arthroplasties in any way compare with the results 
obtained by arthrodeses in these two latter joints. 

According to Henderson’s collective statistics, the 
arthroplasty of the elbow is attended by good re- 
sults in 76 per cent. For this operation a U-shaped 
incision from the outer to the inner border of the 
humerus, crossing the base of the olecranon, is to 
be recommended. Putti uses the old Kocher inci- 
sion, which starts from the outer side of the hu- 
merus and crosses the olecranon in the shape of a 
J. The essential points of technique are: the care- 
ful shaping of the articular ends with especially 
constructed chisels and gauges, and the careful 
smoothing and filing of the bone surfaces; a thor- 
ough and painstaking hemostasis; the proper plac- 
ing of the fascia flap taken from the thigh, and the 
most accurate and careful suture of the soft parts. 
Even then the ultimate result of the operation 
stands or falls with the after-treatment. The joint 
should be immobilized in plaster in a position of 
acute flexion for eight or ten days until the post- 
operative reaction has entirely subsided. Then a 
splint is applied and active motion begun. Passive 
motion follows three weeks after the operation. 
The massage may begin early. Of the twelve cases 
operated by the writer, the result was good; that is, 
the range of motion was 70 degrees or more in 
seven cases; fair, with the range of motion from 
40 to 70 degrees in two cases; and poor, less than 
40 degrees in three cases. 

The Flail Elbow.—The flail elbow is encountered 
often as sequela to anterior poliomyelitis‘ when the 
flexors of the joint are lost. This problem is a very 
perplexing one. When no muscles are available 
for transplantation, one must consider the arthrod- 
esis of the elbow, but this again is a rather difficult 
operation, uncertain of outcome, and cannot be ap- 
plied to children. 

Fortunately, in most of the cases, the flexors of 
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the fingers and wrist can be made available for 
flexion of the elbow by a simple method of trans- 
position which the writer has used in twenty-one 
cases. . 

By this method the superficial flexors of the wrist, 
namely, flexor carpi radialis, palmaris longus, and 
flexor carpi ulnaris, are isolated from their origin 
at the inner epicondyle of the humerus, together 
with the superficial head of the pronator radii teres, 
for a distance of one and one-half inches, taking 
care not to injure the nerve supply from below 
coming from the median nerve. This bundle is 
then pulled upward and fastened into the inter- 
muscular septum of the humerus between triceps 
and brachialis anticus, one and one-half inches 
higher up. In this way the leverage of these mus- 
cles is so changed that they now act as flexors of 
the elbow, although their power is rather limited. 
After the operation the elbow is placed in a splint in 
acute flexion, and active motion and massage is 
begun two or three weeks later. The splint remains 
for three to six months. Especially when carried 
out in combination with arthrodesis of the shoulder, 
this operation gives very satisfactory results. Of 
the twenty-one cases operated, the results were good 
in seventeen. In the remaining four, they were 
either fair or poor. 


Forearm.—In pronation contractures of the fore- 
arm, such as encountered in Volkmann’s contracture 
or in spastic paralysis, if the condition does not 
yield to splinting, the surgical procedure to be ap- 
plied is the resection of the pronator radii teres and 
the section of the pronator quadratis. The former 
muscle is reached easily by an incision which fol- 
lows its course on the forearm. The latter muscle 
can be dissected out from a volar incision over the 
lower third of the forearm, upon proceeding into 
the depths bluntly and separating the deep flexor 
tendons. This operation is also to be followed by 
special splints which hold the forearm in supina- 
tion, and by proper physiotherapeutic exercises and 
training. Of eight cases operated on, the anatomical 
result was good in all, as the contracture was re- 
leased, but only in exceptional cases active prona- 
tion can be obtained. As a general rule, the pa- 
tients have to depend upon substitutionary rotation 
in the shoulder to produce this motion. 

The Flexion Contracture of the Wrist—Most of 
the cases encountered were Volkmann’s contracture 
and spastic paralysis cases. In both instances the 
conservative treatment should be given a thorough 
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trial. This is especially true of the ischemic con- 
tracture of Volkmann because here we have an ex- 
cellent method in the Robert Jones application of 
splints, by which a gradual straightening, first, of 
the fingers, and then of the wrist, is accomplished. 
Only when this method fails, and in cases of ische- 
mic contracture it may do so by reason of unman- 
ageable contracture of the flexors of the wrist, oper- 
ative lengthening of the flexor tendons is indicated. 
In this procedure the contracted tendons are picked 
out one by one from a volar incision and length- 
ened. Twenty-six cases were so operated on. In 
practically all the cases, the desired correction of 
the wrist was obtained. In one case of Volkmann’s 
contracture, a subsequent resection of the forearm 
bones was necessary to make the correction com- 
plete. 

The Drop Wrist.—In case of a paralytic drop 
wrist either from peripheral or central causes, the 
points to be considered are: first, correction of the 
deformity; and, second, the restoration of function. 
Of these two points, the first is undoubtedly the 
most important because stability of the wrist in 
good position will assure good function, whereas 
mobility of the wrist without stability will not. 


Tendon transplantation is only indicated when it 
can furnish not only active extension but stability 


in active extension as well. It is therefore indicated 
in some cases of peripheral paralysis such as mus- 
culospiral paralysis, in which the entire flexor 
group of muscles is intact. Twelve cases of tendon 
transplantation were carried out, of which four 
were transplantations of the flexors to the extensors 
in extension contractures of the wrist in infantile 
paralysis. None of these cases gave satisfactory 
results. Five other cases were transplantations of 
the flexors to the extensors in cases of drop wrist. 
The results in the traumatic cases were better than 
in the poliomyelitic cases. In these cases, the flexor 
carpi radialis was carried around the outer border 
of the radius to the extensors of the finger while 
the flexor carpi ulnaris was led to the dorsal sur- 
face through the interosseous space. 

In the majority of cases, however, the question 
of drop wrist must be solved by arthrodesis because 
there are not enough muscles available to take care 
of both the motion and stability of the wrist, and 
motion of the fingers. In combination with arthrod- 
esis of the wrist, the transference of the flexors of 
the wrist to the extensors of the fingers gives much 
better results. 
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Arthrodesis of the Wrist.—This is a very simple 
procedure which can be performed from a simple 
dorsal incision of the wrist between the extensor 
pollicis longus and the extensor indicis proprius, 
The arthrodesis is accomplished by a wedge resec- 
tion of the lower end of the radius and part of the 
scaphoid and semilunar bones. Following opera- 
tion, a cast is applied in dorsiflexion. In the para- 
lytic drop wrist, it remains for two months, and 
in the spastic drop wrist, for three months. Fol- 
lowing this a splint is applied. The position is that 
of slight hyperextension. The fingers should be 
left free. The operation was performed thirty-five 
times and in the majority of cases the desired cor. 
rection and stability was secured. A few cases in 
which the operation failed were either children too 
young, that is, below six or eight years, or spastic 
cases in which complete immobilization of the joint 
was not possible. 


The Thumb.—The deficiencies of the thumb are 
represented by two main groups. In one, the para- 
lytic group, the thumb is adducted and cannot be 
opposed to the other fingers. In the other, the 
spastic group, the thumb is drawn against the palm 
with each attempt to double the fist. The first group 
was managed by a slight plastic operation in which 
the long flexor of the thumb was split and its outer 
half carried outward and backward to the base of 
the basal phalanx of the thumb. In this way, the 
muscle acted both as flexor and opponent of the 
thumb at the same time, and opposition was possi- 
ble. This operation was carried out in thirteen 
cases of poliomyelitic or peripheral paralysis of 
the thenar muscles and was attended by good results 
in all except two cases. 

In the other group, the catching of the thumb 
under the fingers was prevented by the implantation 
of the extensor indicis proprius upon the long ex- 
tensor of the thumb in order to create a check to 
flexion. This operation was carried out in spastic 
cases fifteen times. 

Cicatricial Contractures.—An interesting group 
are the cicatricial contractures following burns. In 
eight of our cases, the pedicle flap method, or so- 
called Italian method of Tagliacozzi, was used. 
Four cases were contractures of the wrist; one case 
contracture of the index finger; one case contrac- 
tracture of the thumb; one case of syndactylism, 
and one case of contracted elbow. A few points 
must be observed in the technique of this method. 
The flap must be designed properly upon abdomen 
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or chest so that its direction corresponds to the dis- 
tribution of the arterial blood supply of the skin. 
It does not need to be very large. One-half inch 
overlapping of the defect on each side is sufficient 
for ordinary-sized flap. It should not be too heav- 
ily endowed with fat nor should it be stripped too 
close. Hemostasis must be perfect, and suture most 
accurate, and yet allow for the oozing of secretions. 
Fixation of the limb is best secured in plaster of 
Paris bandage. The pedicle should not be cut for 
twenty days. 


In conclusion, one word may be said about the 
after-treatment, especially the muscle educational 
part of it. This we have tried to systematize by 
introducing standard exercises with standard ob- 
jects. The principle of it is to develop primitive 
motions first; and later the complicated ones which 
lead to occupational therapy. The cardinal point 
is co-ordination. All motions must be co-ordinated 
to time as well as space. Charts are made upon 
the Cartesian co-ordinates principle, which gives 
account both of the motion performed and the 
velocity of it. 

DISCUSSION 


Dr. Emit Geist, Minneapolis: In the foot the attempt 
of the orthopedic surgeon is to achieve stability. Cases of 
foot and leg disability are much more frequent than in the 
arm. Doctor Steindler is a pioneer in attacking the much 
more difficult problem of making a more useful organ of a 
damaged upper extremity; here the problem is not stabil- 
ity so much as it is the making of the arm more useful. 
Orthopedic surgeons must thank Doctor Steindler for what 
he has done and what he has shown tonight in achieving 
these results. 


The calcareous areas in the supraspinatus tendon as shown 
on the screen will often disappear without operation. I 
have followed several cases. 


Arthrodesis in flail shoulder, due to infantile paralysis, 
can be considered as a standard operation and transforms 
a fairly useless arm to one that is more useful, providing 
the elbow and wrist are movable. The elbow arthroplas- 
ties are always, or nearly always, successful, as Doctor 
Steindler has told us. I am reminded of a group of cases 
shown about twenty-five years ago by the late Dr. Charles 
A. Wheaton of St. Paul, in which the old-time resection of 
the elbow had been done and in which practically normal 
functioning elbows had been achieved by an operation 
doubtless much cruder than the arthroplasties described by 
Doctor Steindler. In elbow arthroplasties it is essential to 
remove enough bone. 


In Volkmann’s. contracture, most, though not all, cases 
are due to too tight bandaging. When ischemic contracture 
has occurred, I should like to re-emphasize what Doctor 
Steindler has said regarding conservative treatment, the 
so-called Robert Jones method. By this method one can 
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often achieve great correction of deformity if the case is 
not of too long standing. 


Dr. Henry W. Meyerpinc, Rochester, Minn.: Doctor 
Geist has called attention to the frequency with which 
tight bandaging has been an etiological factor in Volk- 
mann’s ischemic contracture. In my work I see a number 
of supracondylar fractures of the elbow that have been 
treated in the commonly accepted Jones’ Flexion position. 
This is the position to maintain reduction of the fracture 
and to get the most favorable result so far as the flexion of 
the elbow is concerned. 


However, not infrequently a hematoma of considerable 
size is present, and I have seen Volkmann’s ischemic paraly- 
sis occur following fixation in the flexed position without 
the application of any constricting bandage; merely the 
hematoma causing increased pressure and interference with 
circulation, and even at times involving the musculospiral 
nerve. I can best illustrate these points by the following 
case history: 

A girl, 6 years of age, fell on the right elbow, causing a 
supracondylar fracture. Roentgenograms were taken before 
and after manipulation, and the surgeon felt that he had 
obtained satisfactory position, although he was concerned 
as to the circulation in the hand. _The morning after 
manipulation, wrist drop was noted for the first time, and 
as there was considerable swelling of the elbow, forearm 
and hand, and ischemic paralysis was feared, it seemed 
advisable to allow the elbow to extend almost to right 
angles in order to relieve pressure. On the third day the 
adhesive was removed and a slough was discovered on the 
ulnar side of the forearm. Roentgenograms revealed that 
the lower fragments had slipped backward. It was deemed 
advisable to attempt further manipulation in the hope of 
maintaining reduction. The parents were advised that if 
this failed, open operation would be resorted to, as there 
was evidence of the presence of a large hematoma, muscu- 
lospiral paralysis, possibly ischemic paralysis and a slough 
of the wrist. It was obvious that unless proper reduction 
was obtained, function of the elbow would be unsatisfactory. 
The arm was remanipulated and it was noted that as soon as 
full flexion was attained the circulation ceased. However, 
it was then put up in a well-padded half cast in the flexed 
position at about 65 degrees. Roentgenograms taken imme- 
diately after showed fairly satisfactory position, but the 
swelling of the forearm necessitated removal of the splint. 
Operation then was resorted to. A posterior incision was 
made, the hematoma evacuated, the fracture reduced, and 
two beef-bone screws placed throughout the condyles into 
the shaft to maintain fixation. Roentgenograms revealed 
perfect re-position, the child was put in bed with the elbow 
at right angles and the forearm suspended from an over- 
head frame. She was allowed to move the elbow as soon 
as she recovered from the anesthesia. The swelling sub- 
sided and recovery from the musculospiral paralysis was 
rapid. There was no evidence of Volkmann’s ischemic 
paralysis. The child developed full flexion, extension to 
160 degrees, and normal pronation and supination. 

One of the most successful types of tendon transplanta- 
tion operation is the tendon transplantation for musculo- 
spiral paralysis. The results are gratifying and I would 
recommend this procedure in all cases of permanent mus- 
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culospiral paralysis. We have never found it necessary to 
combine this tendon transplantation operation with 
arthrodesis of the wrist joint. 

It has been our experience that when a diagnosis of 
tuberculosis of the knee joint has been established, and 
destructive changes are evident in the articulation of the 
joint, arthrodesis gives the quickest and most satisfactory 
result. The difficulty in the past in the successful treat- 
ment of tuberculosis of the wrist joint has been the long 
periods of disability, and it would seem to me to warrant 
early arthrodesis. 


Dr. ARTHUR STEINDLER (closing): Inasmuch as most of 
the points raised concern Volkmann’s contracture, I beg to 
say that we have had sixteen cases as far as I can remem- 
ber. Five had constricting casts and three had constricting 
splints, and there were several cases with neither. I do not 
think that 85 per cent are due to actual constricting casts. 
I think that the percentage is much too high. This con- 
tracture is often due, as Doctor Meyerding has pointed out, 
to hematoma, and especially hematoma following fracture 
of the lower end of the humerus. 

In regard to a subdeltoid bursitis, the point has been 
raised as to differential diagnosis between tuberculosis of 
the shoulder and subdeltoid bursitis. It is difficult to dif- 
ferentiate the extra-articular lesions of the shoulder from 
each other—for instance, a subdeltoid bursitis from a strain 
of the subscapularis muscle or other muscle attached to the 
upper end of the humerus—but between extra- and intra- 
articular lesions I do not think there should be any doubt. 
The condition may not be immediately apparent upon 
examination of the patient any more than in the case of a 
patient with tuberculosis of the hip, because the pathog- 
nomic position is masked. The patient does not want to 
walk with his arm in abduction, but in the joint between 
the clavicle and sternum the joint is actually abducted, 
though the abduction is masked by motion in this joint. 
If you examine the border of the scapula you will find that 
while the arm is resting at the side of the body the verte- 
bral border of the scapula is not parallel to the spine, but 
it has a slant which is commensurate to this motion and 
in this direction. Straighten out the shoulder blade just 
as you would straighten out the pelvis in hip disease, so 
that it will again assume normal relationship to the spine, 
and you will find that your arm will become abducted. 





A CLINICAL AND LABORATORY STUDY OF 
HYPERTENSION* 


E. L. Garpner, M.D. 


Minneapolis 


In the registration area of the United States 
(exclusive of Hawaii), approximately 400 people 
per 100,000 population die each year of chronic 
cardio-vasculorenal disease; 80 of these are said to 


*Read in part before the Northern Minnesota Medi- 
cal Society in June, 1922, and Minnesota Pathological 
Society, May, 1922. 
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die of cerebral hemorrhage or apoplexy, 15:) of 
organic heart disease, and 90 of chronic Brizht’s | 
disease. This group of diseases causes almost t!iree 
times as many deaths as tuberculosis (150 per i00,- 
000); cerebral hemorrhage alone equals the mor- 
tality of all the pneumonias and is more frequent 
than all the malignant tumors (80 per 100,000). 


The difference between chronic cardio-vascular 
disease on the one hand and primary renal disease 
on the other has often not been clearly defined, and 
much confusion has arisen in describing the pathol- 
ogy and symptoms of this group of diseases. We 
may for a good working basis recognize three prin- 
cipal large classes: 


1. Athero-sclerosis (decrescent or senile arterio- 
sclerosis) 


2. Primary hypertension 
3. Glomerulo-nephritis 


In athero-sclerosis there are marked degenerative 
intimal changes of the blood vessels, scarring, and 
later calcification. “Pipe stem” arteries are of this 
type. The condition is associated with little or no 
elevation of the blood-pressure, and there is no 
cardiac hypertrophy. Degenerative changes of the 
viscera may occur because of interference with the 
blood supply, but more frequently the patients die 
of some acute infection. The kidney changes are 
secondary to thickening of larger arteries, which 
causes atrophy, contraction, and a very coarsely 
lobulated kidney. Renal decompensation may oc- 
cur, but is rare. The patients rarely die of cerebral 
hemorrhage, but may develop cerebral thrombosis. 

Glomerulo-nephritis is probably always secon- 
dary to some acute or recurrent infection and is 
characterized by marked proliferative changes and 
hemorrhages in the glomeruli, which degenerate, 
become hyalinized, with an associated secondary 
atrophy of the tubules. The urine is loaded with 
albumin, with a tendency to fixation of the specific 
gravity at a low level. Numerous casts and red 
blood cells are usually present. There is impair- 
ment of excretion of water and salt which is often 
associated with edema. Moderate or severe anemia 
is present. The heart is slightly enlarged and there 
is a moderate elevation of blood-pressure unless 
cardiac decompensation appears. The phenolsul- 
phonephthalein test is decreased and the blood 
usually shows retention of urea nitrogen, uric acid, 
creatinin, and sugar, except in the very early stages. 
The fundi show edema and hemorrhages but little 
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arterial thickening except where the blood-pressure 
has been elevated for a long time. 

Arterial degeneration frequently follows pro- 
longed elevation of blood-pressure. It is uncertain 
whether this is a compensatory process or whether 
it is due to the same noxious agent which causes 
the increased blood-pressure. The pathologists 
often have been able to demonstrate nothing but 
cardiac hypertrophy in the early cases, but later 
in the disease there is marked thickening of the 
media and intima of the moderate size blood-vessels 
and capillaries. Atheromatous changes may de- 
velop. Great strain is placed upon the vascular 
system and the heart. We have at first a cardio- 
circulatory and later a cardio-vascular disease. The 
renal changes develop only as a part of the secon- 
dary vascular changes and are not a constant finding 
in early cases. The three most common causes of 
death are cardiac decompensation, cerebral hemor- 
thage and less frequently renal insufficiency. Al- 
though the symptoms and findings are well known 
in the later stages of the disease little is known as 
to the etiology. Most of the functional tests have 
been applied to the later stages of the disease. 


The material of this study was obtained from 
looking over our records in private practice; and 
about 95 per cent of the patients were ambulatory 
cases. 

Cases were accepted as having hypertension after 
several groups had been excluded: 

1. Temporary increase of blood-pressure due to 

excitement 

2. Definite glomerulo-nephritis 

3. Aortic regurgitation 

4. Hyperthyroidism 

5. “Senile” (decrescent) athero-sclerosis 

The blood-pressure readings alone did not always 
afford the best evidence as to whether the case had 
been one of hypertension or not. Myocardial de- 
compensation often caused lowering of both systolic 
and diastolic pressures especially in the more ad- 
vanced cases. The history and general examination 
were always taken into consideration. Any systolic 
blood-pressure persistently 150 mm. of mercury or 
above has been considered as hypertension. This 
is an arbitrary figure and may be disregarded when 
cardiac weakness is present. A small correction 
must be made for the age factor. Cardiac hyper- 
trophy is always present except in temporary hyper- 
tension. 
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Out of 3,250 records, 205 were found to have 
so-called “essential hypertension,” or 6.3 per cent. 
Thirty-two of the 205 cases might be classed as far 
advanced. 


In the same number of records were found 70 
cases of definite “senile” or descrescent athero-scle- 
rosis (slight thickenings were not recorded). These 
have also been tabulated. 


Twelve cases of glomerulo-nephritis were seen 
during the same period, which are too few for study. 


Five hundred control cases, without hyperten- 
sion, were chosen by taking the cases in serial num- 
ber, distributed throughout the year. 


The following studies were made: 


A. Age and Sex. Chart I. 


——SHARI_1__SEk_and_ sGeE 
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Several interesting points may be discussed: 


(1) The ratio of males and females is 
the same in hypertension and the con- 
trols. More women came to the of- 
fice than men. 


In hypertension, 21 of the 66 women 
between ages of 40 and 59 had 
marked symptoms associated with the 
climacteric. 


(3) Hypertension appears most common- 
ly over 40 years of age. We saw 


many more controls under 40 years. 
B. Family History. Chart II. 
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Cases Apoplexy-Perslyeis Apoplezy, Heart, Kidneye 
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CONTROLS 500 eet 





Apoplexy, heart and kidney diseases are 
much more common in hypertension cases. 
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C. Weight. Chart III. 


CUART [17 weroet 





Overweight | More ther #109 | Yorm e3f | Subnor | Not Steted 





BYPESTUSION 128 (62%) 60 (30%) 14 (7%) 46 (22%) 17 ( 9%) 





ATEEPOSCLER OSI 10 (14%) 3 (a) 17 (24%) | 43 (62%) © «6 





COUTROLS 70 (14%) 50 (10%) 185 (37%) [217 (42g) 28 (6%) 























One hundred and twenty-eight cases were 
overweight; 60 were more than 10 per 
cent overweight. Of the 60 hypertension 
cases recorded as normal or subnomal, 
only 25 were probably “early” hyperten- 
sion; but, 3 of this 25 had carcinoma, one 
advanced pulmonary tuberculosis, one 
esophageal obstruction, and seven gen- 
eral ptosis with malnutrition. The rest 
were advanced cases of arterial degenera- 
tion. Thirty-two of the 46 cases who were 
underweight had advanced vascular dis- 
ease, myocardial, renal or other vascular 
changes causing interference with nutri- 
tion. Forty-three of the 70 cases of athero- 
sclerosis were underweight, and only 3 
were 10 pounds overweight. 


D. Previous Diseases. Chart IV. 


— OMAR? IY PREVIOUS DISRASES _ 


Cascs 70 


reourrent tonsillitis, 12/16) 72(34) 
emfiocarditis, chores, 
otitis media 


1118) 201306) | 71114%) 


In the 14 cases of athero-sclerosis uncer 49 
years of age every one had had repeated 
infections and at the time of the examina. 
tion suffered from multiple focal infec. 
tion. .Tendency of infection after forty 
was not great. The glomerulo-nephritis 
cases had had many infections and focal 
infection was usually present at time of 
examination. All were under 40 years of 
age except one, who was 43. In hyperten- 
sion infection is slightly more common 
than in the controls, but the greater inci- 
dence is not enough to warrant conclu. 
sions. 


E. Diet. 


Eighty-five, or 41 per cent, of the hyperten. 
sion cases were recorded as being heavy 
feeders. Twelve, or 17 per cent, of the 
senile cases were heavy eaters and two of 
these had diabetes. No relation could be 
discovered for alcohol, tobacco, coffee, 
etc., except that heavy feeders are likely 
to use more of everything. 

F. Chronic Constipation. 

Patients are so uncertain as to what is con- 
stipation that the study did not give any 
information. 


G. Occupation. 


There was no evidence of the part played. 


LABORATORY STUDIES OF HYPERTENSION 
A. Urine. 


(1) Faint traces or more of albumin were 
almost invariably found in repeated 
examinations of the urine. 


(2) Traces of sugar were occasionally 
found. 


Hyaline casts, cylindroids, occasional 
cellular casts, occasional leucocytes 
(and rarely erythrocytes) were found 
at some time in all cases. Blood in 
the urine was not found in such quan- 
tities as in glomerulo-nephritis, ex- 
cept in cases of decompensation of 
the heart. 


Concentration tests were employed 
in 120 of the cases. These were done 
either by the Mosenthal nephritic 
test diet, or by two twelve-hour speci- 
mens of urine, having patients take 
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fluids only at meals, or by taking the 
specific gravity of the urine of many 
specimens taken at different times 
of the day. The majority of the 
persistent hypertension cases show 
changes different from the normal. 
The patients with fluctuating blood- 
pressure did not, as a rule, show defi- 
nite variation from the normal, espe- 
cially in the cases which at rest had 
only a moderate or slight hyperten- 
sion -(low basal blood-pressure) . 

The abnormal types were as follows: 


a. Tendency to fixation of specific 
gravity at high level. 

. Fixation at a low level (rare). 

. Delay of excretion either (a) 
after meals, or (b) there was a 
nocturnal polyuria. There was 
no daily twenty-four-hour poly- 
uria. 

. No salt or water retention ex- 
cept in terminal cases and then 
probably cardiac in origin. 

. The N, estimation of the urine 
is of little value because it takes 
several days to reach a nitrogen 
equilibrium on a constant diet. 


B. Blood Chemistry. 
The uric acid is usually slightly increased 


and the blood sugar often is at the upper 
border of the normal. Very early cases 
may show nothing. Creatinine and urea 
nitrogen are within normal limits. The 
Van Slyke shows no evidence of acido- 
sis. In cardiac decompensation and ter- 
minal states there may very occasionally 
be an increase of retention bodies, but 
there is only rarely the failure of elimina- 
tion as found in glomerulo-nephritis. This 
is due to the fact that most of the patients 
die of vascular accidents or cardiac de- 
compensation, before the stage of renal 
insufficiency. The author has never seen 
in the ambulatory case any high grade 
retention, but has occasionally observed 
high values for urea, creatinine, and uric 
acid shortly before death in bedridden pa- 
tients. 


C. The phenolsulphonephthalein test is of little 
value. Many cases are normal or above. 
The cardiac factor is always a variable 
which is hard to estimate. 


D. The routine blood examination usually shows 
in early cases no changes from the nor- 
mal. A florid complexion is almost the 
rule except in the advanced cases with 
poor nutrition. Often there is evidence of 
some infective process, such as a leucocy- 
tosis, a high large mononuclear count, or 
stimulation cells. 


E. Basal Metabolism. 


The basal metabolism was estimated in 59 
cases; 10 of 14 athero-sclerosis cases were 
normal or below; 44 were normal or 
above; several of the 15 cases of hyper- 
tension below normal were hypothyroid 
cases and responded to thyroid extract. 
A few hypertension cases were given 
Goetsch tests. The reactions were so se- 
vere that it was discontinued. The blood- 
pressure, pulse rate and ventilation were 
increased after adrenalin. 


CLINICAL OBSERVATIONS 


The clinical observations are as a whole well 
known, but I shall dwell upon a few observations 
which may need emphasizing. 


1. The records show that the cases are usually 
florid, overnourished people provided that the cases 
are not far advanced. 


2. For purposes of description, the cases may 
be grouped into three classes according to the stage 
of the disease. 


Type 1. The blood-pressure is variable, very 
sensitive to nervous influences and 
exercise, but rest quickly lowers it. 
(Basal blood-pressure is low.) At 
this stage the palpated arteries are 
small, contracted, straight, and show 
little thickening. The heart shows 
slight enlargement to the left; the first 
heart tone is broadened and sometimes 
has a soft blowing murmur. The aorta 
shows little change by x-ray. The fun- 
dus examination shows dilated veins 
and contracted arteries. Rest, mas- 
sage, vasodilators all give some good 





A CLINICAL AND LABORATORY STUDY OF HYPERTENSION 


results as far as the lowering of the 
blood-pressure is concerned. An occa- 
sional case showing signs of myxe- 
dema responds to thyroid extract. 


The blood-pressure is less variable, but 
still sensitive to outside influences. 
The arteries are definitely thickened 
and although small are a little tortu- 
ous. The heart shows further signs 
of the extra load by further hyper- 
trophy and dilatation. The arteries 
and aorta both show increased appar- 
ent pulsation because of the worm- 
like movement produced by the 
straightening out of their tortuous 
course by the pulse tension. The 
“aortic knob” by x-ray becomes promi- 
nent because of the lengthened aorta 
and some enlargement. The fundus 
now shows tortuous arteries and veins, 
although the arteries are still of small 
calibre. White streaks lie down the 
center of the vessels and the arteries 
seem more pulsile, similar to the pe- 
ripheral vessels. Treatment directed 
toward reduction of pressure is less 
valuable at this stage, but may prolong 
life. It is essentially directed toward 
protecting the heart: 


This is when the nutrition of one or 
more organs is markedly impaired, 
and insufficiency takes place. The ar- 
teries are hard or beaded inelastic 
tubes and the ophthalmoscopic exami- 
nation shows marked interruption of 
the veins where the arteries cross. 
Some of these patients with calcified 
arteries may be those of hypertension 
in cases where there is an associated 
“wearing out” or senile decay of the 
arteries. The patients usually become 
pale and lose weight; often the blood- 
pressure has started to fall because of 
myocardial weakness. It may fall to 
normal or below, and if the patient is 
seen for the first time hypertension as 
the cause may be overlooked. How- 
ever, the enlarged hypertrophied left 
ventricle without other cause is the 
record left of former cardiac overload. 


CAUSE OF DEATH 


Death may occur at any time due to rupiire 
of blood vessels. Hemorrhages may be sven 
in the retina at any stage and are sugges\ive 
as to what may occur in the cerebral vesse|s. 
Death may be due to lack of blood supply 
or proper nutrition to one or more organs. 

a. Cardiac 

b. Renal 

c. Pancreatic 

d. Nervous, etc. 


Malnutrition due to improper nutrition of 
the body, and often complications, as pneu- 
monia, etc. 


DISCUSSION AS TO ETIOLOGY 


One must be very careful about drawing conclu- 
sions, but there are several factors to which we 
might direct attention. 


1. Family history. No doubt there is some 
hereditary predisposition, but its nature can 
only be suspected. 

2. Faulty metabolism seems to play a part, as 
shown by the tendency to overweight, high 
basal metabolism, large appetites, and high 
uric acid values in the blood. Of course, the 
basal metabolism may be slightly increased 
by the overworking heart, and the increased 
uric acid in the blood to faulty elimination 
as well as overproduction. 

3. Infections are very common in these cases 
and one would suspect that they may play a 
part; however, possibly people with hyper- 
tension are predisposed to infections, or the 
hypertension age is during a period when 
chronic infections are more common. This 
study has not shown that infections play any 
great part. 

4. Vaso-motor spasm. The early stages of the 
disease seem to show conclusively that vaso- 
motor spasm plays a very important part 
as proven by clinical observations and treat- 
ment. In women this is especially noticeable 
near climacteric, when the vaso-motor system 
is so unsteady. Adrenalin greatly increases 
the symptoms in early hypertension. Thyroid 
extract or ovarian extract decreases symp- 
toms in some cases and seems to lower pres- 
sure. The agent which causes the contrac- 
tion and in what manner it acts is not indi- 
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cated by this study. Metabolic changes seem 
to be the most likely. 


Plethora, viscosity, etc., have not been stud- 
ied in this series. 


COURSE AND TREATMENT 


One hundred and forty-five cases have been under 
observation. Thirty-three of these have died. Nine 
died cerebral deaths; three of cancer; one of pneu- 
monia and one of intestinal obstruction. The other 
fourteen cases died of cardiac failure. Twenty-two 
patients continuously had had a blood-pressure of 
150-180, all except one of which died a cardiac 
death; three below 150 died of intestinal obstruc- 
tion, cancer and cardiac failure. 

It is very hard to make accurate observations as 
to treatment because in many cases more than one 
therapeutic measure was employed. Each case was 
thoroughly examined to determine the presence of 
infection, intestinal toxemia, endocrine gland dis- 
turbance; and the condition of the blood vessels, 
heart, and kidneys was noted. The personal habits 
of the patient were especially investigated. Any 
abnormal condition was corrected, if possible. In 
general, those cases which continuously had a hy- 
pertension with little or no variation did not re- 
spond to treatment except symptomatically. The 
heart should be supported and the patient kept 
within his limitations. The following measures 
were more frequently employed: 

Mental rest. Mental rest is especially impor- 
tant and many of the results of any regime 
may be attributed to this or to suggestive 
therapeutics. 

Correction of diet. There should be enough 
protein to maintain nitrogen balance and 
enough other food to maintain weight. Salt 
was restricted in recent cases. 

Massage and baths, and physical exercise 
properly directed. 

Venesection. 

Drugs as nitrites, thyroid extract, iodides, 
and occasionally aconite. 

Symptomatic treatment. 

Removal of infections, especially focal infec- 
tion, was always done when possible. Some 
of the early cases seemed to be benefited by 
removal of foci of infection and in a few 
cases relieved of hypertension over periods 


of three or four years. This may be due to 
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improvement of general health, and it re- 
mains to be seen whether there is a recur- 
rence. In the later stages with definite arte- 
rial thickening, no effect upon the blood- 
pressure could be noted. Removal of the 
infections improves the condition of the pa- 
tient, especially the myocardium, and often 
prolongs life. The patient is safer without 
the foci, but focal infection has been over- 
stressed as a cause of hypertension. 


Prognosis.—As a rule, those patients with blood- 
pressures of 200 or more are more likely to live a 
short time, because of obvious mechanical reasons. 
A failing myocardium, hemorrhages in the fundi or 
elsewhere, and marked cerebral signs are dangerous 
symptoms. Young people are likely to withstand 
extreme blood-pressure longer than patients over 
fifty years of age. Patients with a labile blood- 
pressure which returns to normal when at rest or 
responds to massage and vasodilators have a better 
outlook than those who are not affected by treat- 
ment. We have repeatedly seen temporary blood- 
pressures of over 200 return to normal for long 
periods. Many of the cardiac cases will gradually 
have a lowering of blood-pressure as the myocar- 
dium fails. Frequently this affects only the systolic 
pressure, but often the systolic and diastolic pres- 
sures return nearly to normal with increasingly 
embarrassed circulation. Undernutrition may bring 
about lowered pressure by weakening of mycar- 
dium, but in cases threatened with cerebral hemor- 
rhage the low cardiac reserve thus produced may be 
the lesser of two evils. 


Hypertension may run a course of twenty years 


or more, but more often the patient passes off very 
few years after it has been discovered. 


DISCUSSION 


Any conclusions irom a statistical study are im- 
possible unless thousands of cases are reviewed by 
scientific statistical method. We may, however, 
find certain indications for study and for treatment. 


1. Hypertension most commonly occurs after 
forty years of age, although it may occur 
under twenty years of age. 

Men and women are equally affected. 
A definite family predisposition has been 
established. 


The majority of the patients show evidence 
of disturbed metabolism. 





. Overweight. 
b. Increased basal metabolism. 


c. Tendency to retention by the kidneys 
although this may be secondary to the 
arterial thickening. 


d. Infection past and present is probably 
more common in hypertension than in 
the average patient which comes to the 
office but then the incidence of hyper- 
tension is at an age when infection is 
common. 


The cause of hypertension is unknown. How- 
ever, the treatment of slight elevations of blood 
pressure is favorable, but late hypertension most 
probably results from some intoxication of many 
years’ duration. Early cases should be carefully 
studied and all abnormal conditions corrected, 
whether hygienic, functional or toxic. It is the duty 
of the family consultant to carefully study all pa- 
tients even with slight elevation of blood pressure 
and try to correct the possible underlying cause. 
Not only will the disease be helped or possibly 
cured before anatomical changes have taken place, 
but also data will be furnished to help solve one of 
the greatest problems in medicine today. 





SHEPPARD-TOWNER BILL AS ADMINISTERED 
IN MINNESOTA BY THE STATE BOARD 
OF HEALTH—DIVISION OF 
CHILD HYGIENE* 





E. C. Hartiey, M.D. 
Minneapolis 





In November of 1921, Congress passed the Shep- 
pard-Towner Bill for the Protection of Maternity 
and Infancy in the United States. Shortly after- 
ward they appropriated $1,224,000 for carrying out 
the provisions of the bill. With some six excep- 
tions the various states accepted the bill, and made 
the necessary arrangements for receiving the bene- 
fits offered by the federal measure. The Minnesota 
legislature accepted by law in April, 1921, and made 
the State Board of Health its agency in co-operating 
with the federal agency for the protection of ma- 
ternity and infancy. 


This law, by its application, makes itself more 
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or less directly the concern of every physician. The 
law was the direct result of a very vigorous agita. 
tion on the part of the newly enfranchised women 
to correct a condition that was considered to be of 
vital importance. The earnestness and persistent 
interest of those who secured its passage and insti. 
gated its acceptance in our state must be borne in 
mind. They were convinced that the excessive ma- 
ternal and infant deaths in our country should be 
lessened. 

The fact that the law with which their demands 
were answered by Congress made no provision for 
“material aid” of any sort is tremendously signif- 
cant. It offers only instruction and advice. It may 
be considered to imply that there exists a condition 
which should be corrected, and that the means for 
correcting it are at hand. These means are the 
knowledge of obstetrics and pediatrics existing in 
the medical profession. Since the means already 
exist, the law offers a method of letting the people 
know of these means and so, again by implication, 
urges them to make use of them. It is in the proper 
use of existing knowledge that the first advances 
must be made. All instruction and all advice in 
matters of maternity and infancy must be directly or 
indirectly referred back to the medical profession 
and any material benefits which may come to those 
looking for aid must come only through the time- 
honored relation of patient and physician. 

The program of the Division of Child Hygiene 
is indeed largely a series of measures through 
which a closer and more mutually helpful relation- 
ship between physician and patient may be estab- 
lished. It is for this reason that the State Board 
of Health is so anxious that the organized profes- 
sion in Minnesota should know of the purposes the 
Board has in mind in its work in the Division of 
Child Hygiene. The profession is aware that the 
public has before it an increasing assortment of 
self-appointed agencies for the dispensation of that 
priceless thing called Health. So insistent and ap- 
pealing are the claims of these agencies that there 
is a growing confusion in the minds of many peo- 
ple as to whether health is to be gotten by such 
means as are taught in our medical schools, by 
the various schemes of the occasional prophets 
continually arising, or by the more subtle offices of 
the mind whereby ill-health is simply not recog- 
nized or else is dispelled by the repetition of potent 
phrases. 


Before taking up the program of the Division of 
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Child Hygiene, I should like to mention a few 
points in the report of the Joint Committee of the 
American Gynecological Society and the American 
Child Hygiene Association on Maternal Welfare. 
] mention these to indicate how even a program 
drawn up by expert obstetricians is largely de- 
pendent upon the co-operation of an educated 
public: 

1. Preservation of life and health of the mother 

a. Decrease infections following childbirth 
and abortion 

b. By providing better trained attendants 

c. By educating the laity as to the proper 
preparation and necessity for proper 
supervision during pregnancy, etc. 

d. Control of toxemias 

In their other recommendations in the field of 
stillbirths, premature births and neonatal deaths, 
the necessity of co-operation with an informed pub- 
lic is no less evident. 

Of the 348 puerperal deaths in Minnesota in 
1920, 41.9 per cent were due to sepsis and 23.2 
per cent to puerperal albuminuria and convulsions. 
Thus 65 per cent of puerperal deaths were due to 
causes largely preventable. 


In the field of infant mortality the chief factor 
is the deaths during the first month of life. There 
(1) the 
neonatal group including congenital malformations, 
prematures, congenital debility, and birth injuries; 
(2) the digestive system disease group; (3) the 
respiratory group. During the five-year period 
from 1916 to 1920, there has been a definite yearly 
decrease in the number of deaths due to digestive 
and respiratory causes; whereas there has been an 
equally definite yearly increase in the first group. 
To this group should be added the equally large 
group of stillbirths. 


are three main causes cf infant death: 


The situation in the United States as a whole 
parallels that in Minnesota. “Together, the still- 
births and deaths of infants under one month ac- 
count for the death of more than 200,000 children. 
These deaths are more in number than those from 
tuberculosis and all of the infectious diseases com- 
bined except influenza and pneumonia. 


“The remarkable fact about this enormous loss 
of life is that little has been accomplished in the 
recent decade or two in controlling it. Infant mor- 
tality, after the first month, has been reduced one- 
half, through such work as better feeding and care 


of babies. But the stillbirths and early infant 
deaths stay just about where they were fifteen or 
twenty years ago. The record of even the past five 
years shows no substantial improvement. In 1916, 
4.3 per cent and in 1920, 4.2 per cent of the babies 
live-born in the United States registered area died 
before they reached the age of one month. This 
high mortality figure seems to be fairly constant 
for the several economic levels of the population, 
and only slightly lower in rural areas than in the 
cities.” 

It is obvious that the prevention of such deaths 
depends first and foremost upon the careful super- 
vision of patients throughout the period of preg- 
nancy and upon the intelligent seeking for and use 
of such supervision by the patients themselves. 

The same principles apply later in the field of 
child hygiene. The necessity of breast feeding, of 
proper diet for the preschool and school child, of 
medical attention to the underweight child and the 
backward child—these demand the same intelligent 
co-operation between an informed public and the 
physician. 

It is with these ideas in mind that the program 
of the Division of Child Hygiene was drawn up and 
it is these ideas which inspire the application of the 
measures of the program to the state. 

PROGRAM OF DIVISION OF CHILD HYGIENE OF, 

MINNESOTA STATE BOARD OF HEALTH 


1. Correspondence study course in the hygiene 
of maternity and infancy to be offered the women 
of the state through the Extension Division of the 
University. This course consists of fifteen lessons 
and will be given weekly. The subject matter is 
similar to such courses given in several other states 
and consists in a review of the principles of hygiene 
with the need of proper medical supervision 
throughout pregnancy, together with a description 
of various measures by which the patient may help 
herself in the proper preparation for confinement. 
Over 700 women are now taking this course. 

2. Establishment of “Mothercraft” classes in 
the schools of the state. 
established and enthusiastically received in several 
schools, take up the care of the baby—its food, 
clothing and management. 

3. A system of prenatal letters to expectant 
mothers is prepared in which the progress of nor- 
mal pregnancy is briefly outlined and the necessity 
of proper prenatal care and observance of proper 


These classes, already 
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hygiene is emphasized. Six hundred women receive 
these letters each month. 

4. A model obstetrical package has been pre- 
pared at a cost price of $2.00 including everything 
necessary for a normal confinement in the home. 
A canvass of physicians precedes any attempt at 
installing this package for use in any community. 
In most instances, the doctors have welcomed it, 
while in a few, where hospital facilities have been 
adequate, there was no need for it. Where the 
physicians wanted it, arrangements were made and 
are being made for the preparation of the outfit by 
local women’s organizations who finance it and 
sell it to those needing it. 

5. A considerable number of pamphlets on ma- 
ternal and child hygiene are distributed throughout 
the state by Public Health nurses, in answer to re- 
quests by letter and at fairs and Public Health 
meetings. 

6. The division has a Superintendent of Public 
Health Nursing, Miss Ruth Houlton, who keeps in 
touch with all Public Health nurses, chiefly to aid 
them in maternal and infant work, but also to pro- 
vide a clearing-house for general information on 
nursing subjects. In this work she co-operates with 
the University School of Nursing, with the Chil- 
dren’s Bureau of the State Board of Control and 
with the Minnesota Public Health Association. 

7. The division has two field nurses who co- 
operate with the county nurses in matters of prac- 
tical instruction to mothers in preparation for con- 
finement, care of infants and children, etc. 

8. The division has a Ford touring car equipped 
with a generator to operate a motion picture ma- 
chine. This is used by the field workers in their 
demonstrations to groups. 

9. The Superintendent of Nurses acts as a place- 
ment bureau for Public Health nurses throughout 
the state. 

10. The division has planned a program for a 
typical rural community in which to demonstrate 
in some detail a scheme for adequate maternal and 
child hygiene. Nobles County was chosen. 
It is hoped that an intensive utilization of local 
facilities, together with such aid as the State Board 
of Health may offer, will give results which may 
then be duplicated in other counties. 

An effort has been made, in the organization of 
the division from an administrative standpoint, to 
insure a close co-operation with local communities. 
This organization is as follows: 


SHEPPARD-TOWNER BILL AS ADMINISTERED IN MINNESOTA 


1. A State Advisory Board consisting of 9 i.em- 
bers, as follows: 

The President of the University 

A member of the State Board of Control 

The President of the Minnesota League of Wornen 
Voters 

A member of the Minnesota State Medical Asso. 
ciation 

The Secretary of the Northwestern Pediatric So- 
ciety 

Executive Secretary of the Minnesota Public 
Health Association 

Chairman of the Public Health Section of the 
Minnesota State Registered Nurses’ Association 


SECRETARY OF THE STATE PARENT-TEACHERS 
ASSOCIATION 


Their duties are to suggest and advise the State 
Board of Health in its program and to aid in secur- 
ing co-operative action through the agencies repre- 
sented by its members. Its support at all times has 
been active and valuable. 


2. County Administrative Boards: Following 
the endorsement of the State Advisory Board there 
has been formed in each county a board of five 
members consisting of 

County Health Officer 
County Commissioner 
Physician 

Two women members 

Its duties are to plan and supervise the admin- 
istration of maternal and infant hygiene in the 
counties, subject to the provisions of the Federal 
and state laws and to the regulations of the State 
Board of Health. 

The personnel of this board with its two medical 
members insures the program against the intrusion 
of measures contrary to accepted practice, while 
the two women members insure that same enthusi- 
astic support which put the bill through Congress 
and gave it to Minnesota. We have been assured 
of this support by all the state-wide women’s organ- 
zations. 

The chief thing which this system assures is the 
local administration of local problems. They will 
be given every aid which the State Board of Health, 
through its various divisions, may offer, but the 
responsibility is local, as is the problem. 

Before closing, I shall review briefly just what 
the Sheppard-Towner bill offers to Minnesota: 


First: It provides that over a 5-year period the 
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sum of $1,240,000 shall be appropriated for use 
among the various states. It has actually appropri- 
ated this amount, however, for only one year end- 
ing July 1, 1923. Federal appropriations are an- 
nual; state appropriations are biennial. 

Second: Of this amount Minnesota may receive: 

1. $16,099.65 on a population basis, if 
matched by an equal appropriation from 
the state 

2. $5,000, if matched by the state 

3. $5,000, given outright 

By a very liberal interpretation of the law, Min- 
nesota was able to obtain, without a state appro- 
priation, almost its maximum amount under the 
law for the current fiscal year. The board has 
been assured, however, that unless Federal funds 
are actually matched by appropriations by our 
state legislature, no further Federal funds will be 
available to Minnesota. The continuance of the 
Division of Child Hygiene is thus dependent upon 
an appropriation by the coming legislature.* 

Such funds as may be available are to be used 
solely by the agency appointed for the administra- 
tion of the law. The funds are not intended for 
division among the counties, or other state organi- 
zations. 

DISCUSSION 


Dr. H. F. Hetmuoxz, Rochester: The object of this bill 
is to promote the welfare and hygiene of maternity and 
infancy. Is there a need for such a bill? The statistics 
that Doctor Hartley has given us and the common knowl- 
edge that the deaths from childbearing are greater from 
twenty to thirty-five years than from any other cause, with 
the exception of tuberculosis, indicate the need of welfare 
work. Secondly, we know that the deaths in infancy dur- 
ing the first month of life are one-third of the total deaths 
under one year. There can be no doubt whatsoever that 
there is very important work to be done in the hygiene and 
welfare of maternity and infancy. The question arises as 
to whether the United States is trying to “put something 
over” on the States. By reading one section of the bill, I 
believe I can convince you that it rests entirely with the 
States whether or not they take part in this Act. 

“Sec. 8.—Any State desiring to receive the benefits of 
this Act shall, by its agency described in Section 4, submit 
to the Children’s Bureau detailed plans for carrying out the 
provisions of this Act within such State, which plans shall 
be subject to the approval of the Board; provided, that the 
plans of the states under this Act shall provide that no 
oficial, or agent, or representative, in carrying out the pro- 
visions of this Act, shall enter any home or take charge of 
any child over the objection of the parents, or either of 
them, or the person standing in loco parentis or having 
custody of such child. If these plans shall be in conformity 


*The legislature appropriated $15,000 for each year 
of the biennium 1923-24. 


445 


with the provisions of this Act and reasonably appropriate 
and adequate to carry out its purposes, they shall be ap- 
proved by the Board and due notice of such approval shall 
be sent to the State agency by the chief of the Children’s 
Bureau.” 

The government agencies are anxious and willing to go 
as far as they can in promoting this work. They are anx- 
ious for each state to carry out this work in an original 
manner, so that the best method of procedure may be dis- 
covered. 

With regard to the relationship of the State to the local 
community, the Board is so arranged that it is entirely up 
to the local community. The Board consists of the County 
Commissioner of Health, a member selected by the County 
Medical Society, and a member of the Board of County 
Commissioners; two women nominated by a local committee 
are appointed by the state committee. So there are three 
members, independent of any state control, to work out 
any plan that a particular community may be interested in, 
and it seems to me that the working out of this bill is of 
tremendous importance to the medical profession. We 
have an opportunity here, such as we have not had before, 
to educate the public in matters of health. I feel that it 
is of great importance that we, as a profession, realize our 
delinquency in this respect. I do not think there is any 
question but that our reticence and backwardness in getting 
into public work are responsible for the various cults that 
at the present time are our competitors. We have been 
loath to get out in public and educate. We have felt that 
it was beneath our dignity, and unethical. It seems to me 
that it is time that we realized that only by educating the 
public can we overcome this serious setback. 

Moreover, medicine is gradually becoming a matter of 
prevention rather than of cure; this appeals to me in par- 
ticular as a pediatrician. Our work in the past ten years 
has changed tremendously. Ten years ago no _ parent 
brought a child to the physician for examination to make 
sure that nothing was wrong. Today, I venture to say that 
the greatest part of the work a pediatrician has is in pre- 
ventive medicine. Older patients are also becoming inter- 
ested in preventive measures. A man comes to the doctor 
and tells him he wants to be examined, and to be told 
what to do to increase his span of life. That is education, 
and it is in this great educational plan that the medical 
profession ought to take its part. 





THE INTERRELATION OF GYNECOLOGY AND 
UROLOGY* 


H. M. N. Wynne, M.A., M.D., F.A.C.S. 


Associate Gynecologist, University 


Minneapolis 


Hospital 


The close anatomical relations between the lower 
urinary tract and the reproductive organs of the 
female give rise to many interesting problems in the 
diagnosis and treatment of what the patient com- 

*Read before the Clinical Club of Minneapolis, De- 


cember 21, 1922. 
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monly terms “female trouble.” The symptoms and 
signs of pathological processes in one tract are not 
infrequently so closely related to those of the other 
tract that a very careful study must be made before 
the practitioner can begin a corrective treatment 
with reasonable expectation of successful results. 
Indeed the therapy in many cases must include 
treatment of diseased organs in the two systems. 
We cannot separate urological diagnosis in the male 
from the diagnosis of genital lesions and this is 
likewise true in the female. The mere fact that 
the urethra and vagina have separate openings in 
the vestibule does not relieve us of the necessity 
of investigating both tracts in the diagnosis of pelvic 
disease. 

The proximity of the external urethral ‘meatus 
and the vaginal introitus permits easy invasion of 
one tract by infecting organisms from the other. 
The anterior: vaginal wall is in close, more or less 
neighborly, relation with the urethra, paraurethral 
ducts, base of the bladder and lower ends of the 
ureters. Internal disease of cervical tissue elements 
often involves the border regions, causing serious 
disturbances of the urinary system at the lower 
ureter and bladder areas. 

The physiological changes of the genital organs 
during menstruation, coitus and pregnancy have 
their bearing on the urinary tract as have variations 
in the size and pressure of the bladder on the repro- 
ductive organs. Pelvic congestion during menstru- 
ation, sexual excitement and pregnancy sometimes 
causes and frequently aggravates urinary symptoms. 
The enlarged pregnant uterus limits the size and 
shape of the bladder. The position of the normal 
uterus varies considerably with the amount of urine 
in the bladder. Knorr in a series of 3,213 gyne- 
cological patients found 20.6 per cent complaining 
of vesical symptoms and of these 15 per cent had 
actual bladder disease. Sutton in a recent study of 
a large number of cases of vesico-sigmoidal fistule 
found that the most frequent cause of this condition 
was inflammatory disease of the uterine adnexa. 
Every practitioner knows that a gonorrheal infec- 
tion in the female means trouble in both genital 
and urinary organs in the vast majority of cases. 

The traumatic injuries occurring during child- 
birth that formerly left such a broad trail of dis- 
tressing conditions difficult to remedy, are, thanks to 
the more efficient obstetrical teaching in our medi- 
cal schools, now leaving a narrower trail not so 
easily followed by the scent of urinary leakage. 


However, the more daring activities of the pelvic 
surgeon, attacking, as he now does, many serious 
conditions formerly considered beyond the help of 
surgery, leave a certain number of results that test 
the ingenuity of urologist and gynecologist. To the 
gynecologist the most embarrassing of all traumatic 
injuries are fistule leading from the urinary tract 
into the genital tract. It is in these cases that a 
careful urological examination provides an accurate 
survey of the site of injury and of the tissues avail- 
able for plastic repair. Urological treatment in the 
preliminary as well as the postoperative care of the 
patient adds materially to the success of the opera- 
tion. In the treatment of vesico-vaginal fistule the 
urological examination is particularly applicable as 
the surgeon is limited in his activities by the posi- 
tion of the ureters and in addition he has no desire 
to close a badly infécted bladder. Again in cases 
of uretero-vaginal fistule the urological examina- 
tion determines the type of operation required for 
relief, whether it is necessary to perform a nephrec- 
tomy or whether the kidney is worth trying to save 
by ureteral repair, anastomosis or transplantation. 
All types of genito-urinary fistule demand some 
urological investigation. 

A cystic tumor presenting in the anterior vaginal 
wall may be a cyst, suburethral abscess, urethral 
diverticulum, bladder diverticulum, urethrocele or 
cystocele. Sometimes a catheter in the bladder and 
a microscopic examination of the urine are sufficient 
to clinch the diagnosis. It cannot be too strongly 
emphasized that a catheterized specimen of urine 
for microscopic examination is of primary impor- 
tance in the differential diagnosis of certain of 
these cases. 

The pathological processes under discussion may 
be considered under three heads: first, urological 
signs and symptoms caused by disease of the genital 
organs; second, gynecological signs and symptoms 
caused by disease of the urinary organs; third, co- 
existing affections. In making these divisions we 
refer to the primary seat of the disease. 

UROLOGICAL SIGNS AND SYMPTOMS CAUSED BY 

DISEASE OF THE GENITAL ORGANS 

Pyuria generally points to a disease of the 
urinary organs alone, but there are cases in which 
the disease is due to gynecological disease pri- 
marily. It is well to emphasize again the impor- 
tance of a careful microscopic examination of a 
catheterized specimen of urine if pus is found in a 
voided specimen. Another important point in the 
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examination is to centrifugalize the specimen ob- 
tained, examining the sediment immediately, with 
both the high and low power lenses, and to dry and 
stain a portion of the sediment. Bacteria can be 
seen in the fresh sediment but a stained smear is 
much better for this purpose. A third item of 
importance in the diagnosis and treatment of 
urinary infections is a culture from the urine. The 
normal bladder urine does not contain polymor- 
phonuclear leucocytes or erythrocytes. The finding 
of clumps of leucocytes is not necessary for the 
diagnosis of pyuria. Pyuria may be caused by 
rupture into the bladder of an adherent pus tube, a 
pelvic abscess, an infected sac of an extrauterine 
pregnancy, an infected ovarian cyst, an infected 
myoma, an adherent loop of bowel, or an invading 
malignant tumor of the reproductive organs. In 
all of these conditions there will usually be a sec- 
ondary general cystitis. I have observed two 
patients in whom pelvic abscesses had ruptured into 
the bladder. In one of these cases the urinary 
examinations were of unusual interest as the first 
specimen contained only a few leucocytes; the fol- 
lowing day a specimen was creamy with pus and 
two days later the urine was macroscopically clear. 


This intermittent pyuria continued for several days 
and was not interrupted by the drainage of a huge 
pelvic abscess through the vagina. 
few days later it was found that one pocket of pus 
which had not been drained at operation was con- 


At autopsy a 


nected with the bladder by a small opening. It is 
also of interest that there was almost no cystitis 
present. 


The consideration of hematuria likewise neces- 
sitates a catheterized specimen of urine. The com- 
mon gynecological cause of this sign is the invasion 
of the bladder by malignant tumors of the genital 
organs. Dr. W. W. Keen reported a case of 
periodic hematuria following an operation which he 
performed for a huge vesico-vaginal fistula. His 
operation closed the vaginal introitus, thereby mak- 
ing the vagina a urinary cistern and actually a part 
of the bladder. This patient passed all of her men- 
strual discharges successfully for many years 
through the urethra. 

Pneumaturia due to gynecological disease follows 
inflammatory or malignant disease of the repro- 
ductive organs which has destroyed a portion of the 
= wall of the intestine and of the bladder as well, with 
the resulting entero-vesical fistula. 

Dysuria is a frequent symptom in pelvic inflam- 
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matory disease and may be entirely relieved after 
the gynecological condition has been corrected. 
This symptom frequently occurs in extrauterine 
pregnancy, especially after so-called tubal abortion, 
rupture or in advanced gestation. I assisted at an 
operation performed on a negro woman who had 
been treated more than a year for vesical irritation 
which proved to be due to five feet of four-inch 
iodoform gauze encysted between the bladder and 
uterus where it had been visiting for five years. 
Dermoid cysts are prone to become adherent to 
surrounding structures, and, as they are often 
anterior to the uterus, they occasionally rupture 
into the bladder, filling it with an irritating sub- 
stance which causes cystitis, even when uninfected, 
of chemical or foreign body type. Fetal bones of 
an abdominal pregnancy sometimes work their way 
through the bladder wall and cause all the symp- 
toms of foreign bodies in the bladder. 


Pollakiuria is present in the same conditions 
which cause dysuria and is often present without 
painful urination, especially with a normal preg- 
nancy or a large tumor limiting the normal capacily 
of the bladder. 

Strangury is a symptom found with certain pelvic 
tumors which press upon the urethra and bladder, 
and in some cases of large inflammatory masses, 
and occasionally is caused by a badly fitting 
pessary. 

Incontinence of urine always calls for a gyne- 
cological as well as a urological investigation. In- 
jury of the vesical sphincter during labor frequently 
produces partial incontinence and sometimes com- 
plete incontinence. In the first instance this usually 
coexists with cystocele and in the second instance 
vesico-urethro-vaginal fistula is an almost constant 
companion. Injury of the vesical sphincter fol- 
lowed by temporary or permanent incontinence may 
be due to coitus intraurethram, urethral masturba- 
tion and intraurethral digital examination. 

Acute retention of urine or the chronic type with 
residual urine may be caused by lesions of the 
genital organs such as tumors of the vulva, vaginal 
wall, uterus, or ovaries. I have seen one patient 
in whom a myoma of the uterus had completely 
shut off the urethra, causing an enormous distention 
of the bladder followed by intraperitoneal rupture 
of the viscus, causing general peritonitis and death. 
Not infrequently one sees patients suffering from 
myomata uteri who are able to empty their bladders 
only when lying down. Patients with large cysto- 
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celes often have residual urine and many discover 
that the protrusion from the vulva must be pushed 
up with a finger before they urinate freely. Stric- 
ture of the urethra occurs due to scars from obstet- 
rical trauma and healed ulcers of the vaginal wall 
and vulva. The obstruction may be partial or 
complete and sometimes causes very serious injury 
to the kidneys. 

Hydronephrosis with or without infection is 
caused by stricture of the ureter from without, by 
inflammatory processes in the broad ligaments and 
by encircling growths such as carcinoma of the 
cervix and adenomyoma of the cervix and recto- 
vaginal septum, and by pressure on the ureter of 
large pelvic tumors, and occasionally by the preg- 
nant uterus. 

Pain in the bladder or urethral regions may bethe 
only symptom of diseased pelvic organs. Careful 
urological examination in some of these cases shows 
nothing abnormal but there is usually some patho- 
logical process found, often mild and secondary to 
the pelvic disease. 

GYNECOLOGICAL SIGNS AND SYMPTOMS CAUSED BY 
DISEASE OF THE URINARY ORGANS 


In the diagnosis of pelvic disease the surgeon 
cannot ignore the urinary organs with any less dan- 
ger of embarrassing consequences than during an 
operation in this region. A tumor in the pelvis is 
usually due to some disease of the reproductive 
organs but it is well to remember that large ovarian 
cysts have been known to disappear through the 
agency of a catheter in the bladder. In considering 
any cystic tumor of the lower abdomen it is neces- 
sary to rule out a distended or hypertrophied blad- 
der. The large bladder tumors, diverticula, stones, 
foreign bodies and blood clots in the bladder can be 
felt on bimanual examination. Tuberculous ureters 
and ureter stones can be felt lateral to the cervix 
and either anterior or posterior to it. Among other 
tumors in the pelvis we occasionally feel a kidney 
which may be normal except in its position or may 
be affected with any pathological process that organ 
is subject to. Tumors of the anterior vaginal wall 
generally involve the urethra and bladder. Cysto- 
cele and urethrocele are the most common of these 
but suburethral abscess and urethral diverticulum 
are confusing unless a careful urological examina- 
tion is made. 

Dyspareunia and vaginismus are often due to 
urethral caruncle and to inflammatory diseases of 
the urethra, bladder and lower ureter. 


Many patients suffering from the continuous nag. 
ging and often severe prolonged pain and .listres 
caused by an elusive ulcer of the bladder (de. 
scribed by Hunner) have been subjected to multiple 
pelvic operations without improvement. !n these 
cases the bladder may be reported normal after 
cystoscopic examination and the physician feels 
that some slight displacement of the uterus or other 
minor abnormality of the reproductive organs is the 
cause of the symptoms. Operations follow one 
after another until all the pelvic organs have been 
sent to the laboratory, leaving only possible ad. 
hesions to explain the continuation of the dis. 
tressing symptoms. 

Pelvic pain and tenderness are caused by stric. 
ture of the ureter in some cases although unoffend. 
ing ovaries generally bear the blame and take the 
brunt of the first attack. 

Backache in women falls in the field of almost 
every specialty but we wish to emphasize the fact 
that, even when present in a marked degree, retro- 
displacement of the uterus frequently has no bear. 
ing on the cause and not infrequently the kidney is 
the offending organ. 


CO-EXISTING AFFECTIONS 


The most prolific agent of co-existing affections 
of the genito-urinary organs is the gonococcus which 
causes disease of both tracts from the vulva to the 
ovaries and from the urethra to the kidneys. The 
predominant symptoms may be genital or urinary 
but the majority have symptoms pointing to both 


tracts. Tuberculosis or syphilis may present co- 
existing lesions but in these diseases there is the 
larger problem of general systemic infection. A 
single luetic or chancroidal lesion may injure both 
tracts either during the active process or by the 
scar tissue after healing. 

In closing we shall draw your attention to the 
frequent urinary complications of pregnancy, labor 
and the puerperium. The pollakiuria of early and 
late pregnancy is in most cases to be regarded as 
physiological but this fact does not relieve us of the 
responsibility of keeping a careful lookout for 
pathological causes. 

Pyelitis of pregnancy always demands careful 
attention not only during pregnancy but later when 
it is necessary for the physician to assure himself 
that there is no disease remaining. Some obstetri- 
cians believe that many of these cases are merely 
exacerbations of a chronic pyelitis. If such be the 
case pregnancy will not be apt to cure the patient 
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of this disease. It is certainly true that many pa- 
tients with chronic pyelitis date the onset of the 
trouble to a previous pregnancy. 

Hydroureter and hypdronephrosis without infec- 
tion are caused by the pressure of a pregnant uterus. 
We do not know how often this may occur but 
autopsy has proven that certain pregnant women 
dead of another disease have also hydroureters and 
hydronephrosis unsuspected by the clinician. 

During delivery an empty bladder is insurance 
against cystocele and vesicovaginal fistula. In the 
puerperium we must guard against a distended 
bladder and not be misled by paradoxical inconti- 
nence. 

CONCLUSIONS 


Gynecological and urological signs and symp- 
toms are, in a considerable percentage of cases, con- 
fusing and frequently require careful study of 
both the reproductive and urinary systems before 
a correct diagnosis can be made and intelligent 
treatment carried out. 

Pathological lesions primary in the reproductive 
organs may directly or indirectly cause serious dis- 
ease of the urinary system. 


OBSTETRICS OF 1,000 CASES, AS SEEN BY A 
COUNTRY PRACTITIONER* 


Aucust Kuntmann, M.D. 


Melrose, Minnesota 


In my seventeen years of practice I have attended 
over 1,000 cases of confinements. This speaks for 
itself: that the people in the locality where I prac- 
tice are not affected seriously by the gospel of birth- 
control. 


The reason perhaps is that the community is 
largely Catholic. The Catholic church in its dog- 
mas is strongly against all teachings and practices 
of artificial birth-control, unless very vital reasons 
obtain. 


All my cases of confinements have been home 
deliveries. 
FORCEPS 


In this series of cases I had four cases delivered 
by aid of the forceps: 

Case 1. A multipara, with five children. She 
had been in labor for two days, attended by a mid- 


*Read before the Southern Minnesota Medical Asso- 
ciation at Mankato, December, 1922. 


wife. She showed marked varicosity, a flabby ab- 
domen and apparent uterine inertia. 

From vaginal examination I found complete dila- 
tation of the uterus, an L. O. A. presentation, but 
the pains were not strong enough for the head to 
pass the pubic bone. Under ether anesthesia, with 
the aid of forceps, the child was delivered in ten 
minutes. A slight tear was repaired and recovery 
was uneventful. Pituitrin was not given on account 
of the marked varicosity of the vulve and vagina, 
for fear of hemorrhage. 

Case 2. A primipara of a highly neurotic type, 
with all the immediate excitable surroundings, such 
as the nervous mother, husband, sister-in-law, etc. 
During the last month before maturity I was called 
thirteen times at night. She was always complain- 
ing about pressure symptoms and believing the 
event was coming off. 

I found her in a good condition with an L. O. A. 
presentation. The husband and attendants always 
seemed to have more pains than the patient. Labor 
finally did start. After a day and a half of annoy- 
ing watchful waiting and little sleep, when there 
was fair dilatation of the cervix I gave pituitrin— 
an ampule in three doses at one-half hour intervals 
and ether during the pains. 

The surrounding attendants considered the case 
desperate and asked for consultation. 

With the consultant we decided on immediate 
forceps delivery. He advised small light forceps. 
The forceps slipped and a complete rectal tear was 
the result. 

We applied stronger forceps and the child was 
delivered and lives. The tear was immediately re- 
paired but turned out after a week to be unsuccess- 
ful. Two weeks later I called in a surgeon but we 
had poor results. I lost the case. 

Three months later another doctor operated; still 
the fistula remained. 

Of importance to mention in this case is that the 
woman did not develop fever during the whole 
course of proceedings. She has had another child 
since, with a lacerated perineum, without trouble. 

Cases 3 and 4. These two patients were delivered 
by the use of forceps on account of uterine inertia 
without trouble following. 

ECLAMPSIA 

In the series of one thousand cases I have had 
two cases of eclampsia, with all the annoying symp- 
toms. It is peculiar that both cases happened to 
come in the same year. 
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Case 1. This patient was a primipara. She had 
marked albuminuria, convulsions and _hallucina- 
tions. The case was treated as usual with dieting, 
diuretics, sedatives and sudorifics to encourage elim- 
ination in the hope of carrying the woman to full 
term. 

The case became critical at seven and one-half 
months pregnancy. Labor was induced by rapid 
dilatation under ether anesthesia. The fingers and 
hand only were used for dilatation. A living child 
was delivered by podalic version. The child lived 
for one day. 

It took three weeks with the care of two nurses 
for the mother to come out of her dreams. She has 
had two children since without trouble. 

Case 2. A multipara, thirty-eight years old: a 
neurasthenic, with eight children. She had convul- 
sions and symptoms of insanity. At the sixth month 
of pregnancy she became uncontrollable and a po- 
dalic version was done, using the fingers and hand 
only for dilating the uterus. 

Under the usual treatment and the constant care 
of a nurse she recovered. 

PLACENTA PREVIA 

Case 1. A primipara, at the sixth month of preg- 
nancy. She had a severe hemorrhage, with no let- 
up after giving a morphine and adrenalin hypo- 
dermic. 

I packed the vagina but the hemorrhage con- 
tinued. The pulse became critical. Under ether 
anesthesia the uterus was dilated with the fingers 
and hand and a rapid podalic version was per- 
formed. A living child was born but died the sixth 
day. The mother had an uneventful recovery. 

Case 2. A multipara, thirty-eight years old. I 
was called at the third month of pregnancy for 
severe hemorrhage. An hypodermic of morphine 
did not stop the hemorrhage. I packed the vagina 
and the hemorrhage stopped. I ordered her to bed 
for a week. Hemorrhage returned at certain inter- 
vals but it was readily checked by complete rest in 
bed for several days. 

The woman was carried to a full term and a dead 
child was born. 

Case 3. A multipara, with six children, aged 35. 

She had been feeling unusually well during preg- 
nancy until a month before maturity. Under the 
advice from a midwife she remained in bed for 
three days and bleeding stopped entirely. A week 
before maturity, while in the field husking corn, in 
a squatting position, she had another hemorrhage 


with some pressure symptoms. On examination | 
found some dilation of the uterine cervix for two 
fingers to pass. 


There was a boggy mass presenting itself which 
could be pushed slightly sideways and I concluded 
it to be placental tissue. The hemorrhage stopped 
after an injection of morphine and atropine. | re. 
mained all night for labor pains to set it, but all 
pressure symptoms had stopped. I left her with 
the instructions to stay in bed and if pains or hem- 
orrhage should start in again to send for me imme- 
diately. 

After a week she got real labor pains and a nor- 
mal delivery of a nine-pound boy was the result. 
The placenta showed plainly at the margin where 
it had been sunk into the uterine cervix. 

In antepartum hemorrhages, when interference 
is indicated, podalic version is my choice; espe- 
cially if a person is alone, because with a few dishes 
of an antiseptic solution and two to three sterilized 
gloves a person can keep clean. 

In doing a podalic version where I got hold of 
one leg only I broke the femur of the infant in two 
cases by hooking my finger in the groin for the 
extraction of the child with the second femur flexed. 

I do not like to do damage in the uterus and it 
is sometimes difficult to get both feet to do the 
version, because there is not much time to be lost 
for checking hemorrhage. 

I had no bad after-effects in both cases of the 
broken legs. I put the leg in a hanging position 
with a pulley and weight, using a bee-hive or a 
store box, for the infant’s bed. The child can thus 
be nursed without taking it out of the bed. The 
bones heal readily in three to four weeks. 


RUPTURE OF THE UTERUS 


Fifteen years ago when pituitrin first came into 
use, it was advocated to give a full ampule for a 


dose. I had been using it in several cases where 
labor was slow and tedious with marked results. 
I considered it a great boon to save some sleep 
for the doctor and hurry up labor to get the woman 
out of her misery. 


Case 1. A multipara, aged 40, with five chil- 
dren. She had profuse varicosity of the vulve and 
vaginal parts. 

L. O. A. presentation and a fair dilatation of the 
uterus. The pains were coming slowly and I in- 
jected an ampule dose into the abdominal muscles, 
as I had done in previous cases. The pains came 
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fine and strong. Just twenty-five minutes after the 
injection the child was born. 

Right after the child was delivered a gurgling 
sound was heard and the blood just shot out. I 
extracted the placenta and packed the uterus but 
the woman died inside of thirty minutes. Since 
that time I have been very cautious with pituitrin 
and moderate the pains with ether. 

POSTPARTUM HEMORRHAGE 

Case 1. A multipara, aged 42, seven children. 
A midwife case; adherent placenta. This was a 
hurry-up case, six miles out in the country, sixteen 
years ago. The woman had been bleeding profuse- 
ly with a retained placenta. The woman insisted 
upon an anesthetic. I gave chloroform and ex- 
tracted the placenta. The uterus contracted well, 
the bleeding stopped, the patient rallied and every- 
thing looked well when I left. 

Just about two hours after I left her, I got an- 
other hurry-up call and when I arrived the woman 
had expired. She apparently had died of syncope. 

The woman had been ailing all through preg- 
nancy. I did not treat her before. Whether I am 
right or wrong, I have never given chloroform 
since. 

PUERPERAL SEPSIS 

I had two deaths from puerperal sepsis. Both 
deaths occurred in the year 1921, in cases following 
influenza. 

Both cases were in unusually clean houses, clean 
surroundings and all usual precautions were ap- 
parently observed. 

Case 1. Multipara, aged 40, eight children. The 
patient complained all through pregnancy of pain 
on the right side. Labor was more painful and 
tedious than in the previous births. 

The child was born without the aid of instruments 
or unusual interference. Special care was taken 
regarding asepsis. She lost more blood than usual 
after the placenta was delivered, but nothing alarm- 
ing. She felt fairly well up to the third day, when 
she had a chill and high fever, and died the seventh 
day. She got two doses of antistreptococcic serum 
and the usual treatment of sepsis. 

It may be of interest that a woman friend re- 
leased from a smallpox quarantine had been visit- 
ing her regularly, and she was still full of pox and 
peeling. 

Case 2. A multipara, thirty-eight years old, with 
six children, in an unusually clean house. She had 
been ailing all through pregnancy. 
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The child was born without trouble. She had a 
profuse hemorrhage before the expulsion of the 
placenta, which had to be taken and proved to be 
adherent. 

After giving one dram of ergot and five minims 
of pituitrin, bleeding continued. I had to pack the 
vagina and bleeding stopped. For two days she 
felt fairly well. On the third day, placing the baby 
from one side to the other, she got a severe pain in 
the side. The day following she passed a big clot 
of blood. I gave ergot. Although she claimed she 
had no chill, she developed fever and died the ninth 
day. 

TRANSVERSE PRESENTATION 


A multipara with a large, flabby abdomen. She 
always had a midwife, but, as happens, they some- 
times get stuck. Three times I had to do a podalic 
version for a transverse presentation, without any 
after-trouble to mother and child. 

Once the midwife had delivered one child, but 
another followed (twins), with an arm and shoul- 
der presentation. I could not return the child on 
account of the contracted uterus. The child was 
asphyxiated, because the midwife had been pulling 
for quite a while on the arm to get the child. In 
this case I did a decapitation, with a curved Mayo 
scissor, close to the foramen magnum of the skull. 
I pushed the neck of the child between my two fin- 
gers as guards and cut through the neck close to the 
skull, then locked one finger into the os and ex- 
tracted the head. I had no difficulty to extract the 
body by the arm. Uneventful recovery of the 
mother. 

MASTITIS 


Prevention of mastitis is best, by treating sore 
nipples and keep the chest covered up warm. I 
advise wearing a proper nightgown that covers the 


chest and breasts. If there is an inflammation I 
have them put on icthyol ointment, cover well with 
cotton, have the milk pumped out every two hours 
and give a good laxative. 

Four cases I had to open and drain. All got well. 

NAUSEA AND VOMITING 

I never had to terminate labor for nausea and 
vomiting. Two cases looked almost hopeless, but 
after persistent treatment for a month they became 
normal. The worst case of nausea and vomiting 
was a primipara at the second month of pregnancy. 
She could not keep anything down. I tried cereum 
oxalate, adrenalin, nux vomica, alkalies, morphine 
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and atropine, cocaine. I washed out the stomach, 
gave enemata and douches, and painted the cervix 
with cocaine solution. 

We tried malted milk, predigested food, butter- 
milk, but nothing would stay with the stomach. 

Tincture of iodin in five-drop doses, three times 
a day, checked her for a week. For a whole week 
I gave her nothing by mouth—not even water; she 
received only nutrient enemata. 

The woman was in an hysterical condition and 
the case became desperate. She and her husband 
had shortly moved here from Missouri. I advised 
her to go home to her folks when she was able to 
do so. The next day they had their automobile 
ready and they made the trip without any trouble, 
in three days. She had not eaten anything by 
mouth the week before their trip. 

This was a psychic case. Later I got a card an- 
nouncing the birth of a boy. 

The other case had lost thirty pounds within a 
month, but regained the loss rapidly later. 


TWINS 
In this series there were eight pairs of twins and 
two children were lost. One perhaps could have 
been saved if help had been there in time (a mid- 
wife case) . 
TRIPLETS 


One case—three girls of seven pounds each. All 
were attached to one placenta. The mother nursed 
all three on the breast for two weeks. There was 
no particular trouble. 


MONSTER 


One case—in a girl: illegitimate. The mass de- 
livered looked more like a dog than a human figure. 
I did not get the name of the father. 


INTRAUTERINE DEATH 

Three cases. All were carried past maturity. No 
particular trouble to the mothers. Labor was in- 
duced in two cases. One child showed a good crop 
of smallpox. The mother had smallpox about the 
sixth month of pregnancy. Labor started spon- 
taneously. 

MENINGOCELE 


Three cases. All were born alive. One died the 
first week, the other in the second week and the 
third lived up to the fourth week. In the last one 
I advised an operation, but the parents objected. 

ICTERUS 
In one family, three children died of icterus the 


first week after birth, apparently healthy at birth. 
The first-born in the family lives. 
CLOSED ANUS 
One case. I wanted to operate the next morning 
but it was a weak child and died during the night. 
ROUTINE . 
I. Preparatory 
- Wash up. 
Sterilize gloves and scissors. 
Wash vulva with a lysol or iodine solution. 
Clip off abundance of pubic hair. 
Wash again with a lysol solution. 
Make a vaginal examination with sterile 
gloves, then an external abdominal examina- 
tion. 
Order a light meal for the patient and cheer 
her up. 
Prepare bed with newspapers. 
Keep all troubles away from patient; and if 
there is any prepare for it in a quiet, orderly 
manner. 
. Third Stage 
. Wait for pains. Do not hurry! 
Have ergot, gloves and pituitrin ready. 
In some cases I keep my hand over the uterus 
to watch contraction. 
If pains come, I instruct patient to press 
down steady by aiding with mild pressure of 
my hand above, and mild traction with the 
other hand on the cord. 
Ergot—clean up—and quiet patient. 
Light diet. 
Bowel movement the second or third day. 
Keep in bed nine days. 
CONCLUSIONS 
To be sterile and clean is the first essential in 
obstetrics. I never make a vaginal examina- 
tion without sterilized gloves. 
Watchful waiting (patience and good judg- 
ment) is the second -essential. 
Although we country practitioners would like 
to have better facilities, to have the patient in 
the hospital instead of in the home, this will 
remain an economic problem. Naturally, most 
of the women want to stay at home because 
the home is their kingdom and the average 
family can not afford the hospital fees. 
Since we doctors get all the abnormal cases 
of the midwives, the doctors get the credit for 
signing the death certificate. 
Therefore: For a true estimation of the mater- 
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nal death rate, we must figure in the normal 
cases of the midwives, which, with mine, I 
figure at 1,500. 

Hence: The maternal death-rate of four cases 
in 1,500 would show me a frank maternal 
death-rate of three in one thousand. (This 
would have been below two in one thousand 
if I had not had the fatal years of 1920 and 
1921, after the influenza. 


DISCUSSION 


Dr. W. H. Conpit, Minneapolis: I had no conception 
of what Doctor Kuhlman was going to give us today, but he 
surely is to be congratulated on his success and good rec- 
ord. He has covered the whole subject of obstetrics from 
beginning to end, so I do not know where to begin. There 
are two or three points that I wish to magnify. In the 
first place, in the use of forceps, their use is more often 
abused. I think he has not abused them by any means. 
Perhaps he has been a little too conservative, and he prob- 
ably would have had more pleasant results and saved him- 
self sleep and his mothers pain had he used them a little 
more often. I would surely use forceps before pituitrin, 
and I think the doctor will after his experience. It is a 
dangerous drug, and so many of our animal extract drugs 
are absolutely unreliable. They may be over-strength or 
neutral, so we have no conception of the active strength of 
our gland extract drugs when we obtain them for use. 

In his premature labors, Doctor Kuhlman speaks of hav- 
ing quite a little unpleasant waste of time and sleep. We 
find that the automobile is becoming a tremendous menace 
to the comfort of the physician especially, and also I think 
to the mother. They are pretty near ready to forego any- 
thing for the sake of a trip in an automobile. We instruct 
our patients that we absolutely forbid their getting into a 
motor during the third, seventh and last month. They can 
take that as they please, and 99 per cent will not follow it. 
Motoring in the last month starts up false labor, prema- 
ture pains and premature rupture of the membranes. We 
have just had a patient in the hospital who went into labor 
for seven hours; they called me and I thought she would 
be delivered in twenty minutes. I had been there about 
five minutes when the pains ceased. She went home for a 
week, returned for three days, and then went home again 
for four. She had been riding in automobiles constantly 
for the past month. This had constantly irritated the uterus 
and she had had continued pains for two weeks before the 
hard pains began; thus the uterus muscles were absolutely 
worn out. After absolute rest in bed for a week those little 
pains would subside. When she would move in bed or get 
out of bed the pains would start. We must consider auto- 
mobiling as liable to iritate the uterus, or cause emotional 
miscarriages—for instance, just missing hitting a child 
while driving, riding at night in a storm and just escaping 
having an accident, etc. 

The doctor has made a mistake surely in trying to repair 
the pelvic floor two weeks postpartum, or even two months 
postpartum. These tissues are not in condition to repair 
from surgical interference for less than four months, and no 
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attempt should be made to repair, except at time of deliv- 
ery, unless hemorrhage or some emergency requires it. 
There are more mistakes made in attempting to repair the 
pelvic floor too soon postpartum than are ever made in 
postponing it. They can be repaired two years later with 
far better results than they can in two months, and espe- 
cially two weeks postpartum. 

The question of toxemia of pregnancy today is second to 
none, unless cancer, and why?—because we know abso- 
lutely nothing of it, and it is such a tremendously big sub- 
ject that I cannot possibly touch on it. But I just had 
two illustrations of the diagnosis of the country physician, 
where one was a comedy of errors and the other was a most 
definite compliment to a country physician for recognition 
of the patient’s condition. He put her in his automobile 
and drove in forty-five miles to the hospital. She had a 
blood pressure of 260, pulse 144, and was on the verge of 
convulsions. She had had an operation for exophthalmic 
goiter eight years previous and had a little exophthalmos 
still, but the urine was practically solid albumin—what we 
call plus 5 where plus 4 is dangerous. We did a vaginal 
hysterotomy about two hours after her admission. It was 
simply miraculous how she improved. The albumin dis- 
appeared, there being only a trace at the end of thirty-six 
hours. Her blood pressure went down to 172, but it came 
up again, and when discharged from the hospital the day 
before yesterday it was 180. She probably has a chronic 
hypertension and always will have. She is a girl of twenty- 
five. There a life was saved because the doctor recognized 
that woman’s condition. He had seen her twelve days 
before and was unable to take her blood pressure. He did 
do a test for albumin and found it solid in the tube or glass. 
He put her on a milk diet for twelve days with instructions 
(which she did not follow), but when the emergency came 
he took care of her. This is a compliment to the man and 
a life was saved. 

Now here is the comedy of errors. A woman, aged 43, 
whose youngest child was 24% years and the next 12 years 
old, was diagnosed as pregnancy with placenta previa. 
She was sent into the hospital for delivery. The consulting 
physician examined her and said there was no pregnancy, 
but a myoma, for which he urged operation. She had had 
a little menstrual irregularity—what I would call meno- 
pause bleeding. I happened to be called in consultation 
and found a normal uterus and recommended examination 
under anesthesia. This woman had nothing but a little 
irregularity, thought she was pregnant, and went to the 
doctor, who confirmed it, and she went on to the eighth 
month fully believing that she was pregnant. 


Just a word on nausea and vomiting. If the doctor had 
put the patient to bed and given forty to sixty grains of 
bromid per rectum with starvation for the first twenty-four 
hours and light feeding thereafter, this would have checked 
the nausea and vomiting. I don’t care whether it is hys- 
terical or toxic, and all the oral administration of drugs 
and attempts at dieting outside of starvation are abso- 
lutely nil. I have used as high as 300 grains a day. 

This is surely as paramount a subject as is before the 
public today, and I think even more so than cancer, but 
we must educate the medical profession before we go too 
far with the laity. 
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CEREBRAL PNEUMOGRAPHY AS AN AID IN 
THE EARLY DIAGNOSIS OF 
HYDROCEPHALUS* 





OswaLp S. Wyatt, M.D. 


Minneapolis 





Cerebral pneumography or the injection of air 
into the lateral ventricles of the brain, followed by 
the taking of x-rays, was first introduced by Dandy 
of Baltimore in 1918. 

This diagnostic procedure is of aid in the fol- 
lowing conditions: 

1. In determining type of hydrocephalus. 

2. Localization of intracranial tumors. 

3. Localization of spinal cord tumors. 


This paper will deal only with the uses that we 
have made of the procedure in cases of hydro- 
cephalus. At a later date the work will be pre- 
sented which has been done along this line in the 
localization of cerebral and spinal cord tumors. 


There are two general types of hydrocephalus: 
(1) external hydrocephalus; (2) internal hydro- 
cephalus. 

Internal hydrocephalus is subdivided into two 
classes: 

1. Obstructive internal hydrocephalus. 

2. Communicating internal hydrocephalus. 

The so-called idiopathic hydrocephalus, the 
causes of which have been so admirably presented 
by Dandy, of Baltimore, is no longer recognized 
since cerebral pneumography has been brought into 
the diagnostic field. 

The technique of ventricular injection is the same 
for any case of hydrocephalus which presents itself 
whether it be external or internal. The child is 
given gas anesthesia and after the head is prepared 
a spinal puncture needle with a two-way cock is 
injected through the open fontanel into the lateral 
ventricle. If the sutures or fontanels are closed 
then a trephine opening must be made and the 
lateral ventricle punctured through this opening in 
the skull. The plunger is then withdrawn and 
15 to 25 c.c. of cerebro-spinal fluid is withdrawn 
tnto a Luer syringe and an equal amount of air is 
injected. This process is repeated until no more 
fluid can be obtained with the head in this position. 
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Then the head is rotated so that the anterior horns 
of the ventricles will drain and this fluid is likewise 
removed. The same is done for the posterior horns 
of the ventricles. One must be very careful during 
this procedure to make sure that he does not pro- 
duce a greater intracranial pressure than that which 
he found. In other words he must keep a delicate 
balance between the amount of cerebro-spinal fluid 
withdrawn and the amount of air injected. 

In our cases we have experienced no untoward 
results and have replaced as much as 1,500 c.c. of 
cerebro-spinal fluid with air at one sitting. 

As soon as this step has been carried out the 
patient is then removed to the x-ray table and 


- plates are taken both flat, stereoscopic and oblique. 


The interpretation of the plates differentiates 
between external and internal hydrocephalus. If 
one is dealing with a case of external hydrocephalus 
then surgical intervention is not warranted. If, 
on the other hand, one is dealing with a case of 
internal hydrocephalus, then the type of internal 
hydrocephalus must be determined. 

It is now an accepted fact that cerebro-spinal 
fluid is produced in the ventricles of the brain. 
Dandy and his co-workers proved that nearly all 
absorption of cerebro-spinal fluid takes place in 
the subarachnoid space of the cerebral hemispheres. 
If, therefore, the cerebro-spinal fluid can not reach 
the subarachnoid space due to an obstruction either 
in the ventricular system or anywhere along the 
cerebro-spinal fluid vascular system, internal hy- 
drocephalus results. If the obstruction lies in the 
ventricular system the obstructive type of internal 
hydrocephalus is produced. If it lies in the cis- 
terne or in the main branches of the cistern the 
communicating type of internal hydrocephalus is 
produced. In congenital hydrocephalus of the ob- 
structive type fifty per cent of the lesions lie in 
the aqueduct of Sylvius. The ventriculogram then 
presents this picture: Dilatation of the third ven- 
tricle and both lateral ventricles. The operative 
procedure in this type of case is as follows: The 
patient is placed on the table with special frame, 
face down and prepared for a bilateral cerebellar 
decompression. The decompression procedure is 
carried out in the usual manner. The vermis is 
then raised by a spatula; a fine catheter is then in- 
troduced into the foramen of Magendie, passed 
through the fourth ventricle and into the aqueduct 
of Sylvius until the obstruction is met. A small 
sound is then passed up to the obstruction and 
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forced through it into the third ventricle; fluid at 
once escapes and communication between the third 
and fourth ventricles has been established. Larger 
sounds are then passed through the opening until 
it will admit a small catheter, which is left in posi- 
tion for two or three weeks. The anterior part of 
the tube projects into the third ventricle; the pos- 
terior part is in the fourth ventricle and lies on the 
pons and medulla. It is anchored by silk ligature 
to the dura at the foramen magnum. The nuchal 
muscles are carefully closed over the wound, giv- 
ing a good protection of tissue over the large for- 
eign body which is deeply buried, and is free from 
skin infections during its abode in the brain. It 
is hoped that the epithelium of the aqueduct will 
regenerate, form a new canal, and thus establish cir- 
culation of the cerebro-spinal fluid. 

The other type of obstructive hydrocephalus with 
which we have to deal is that in which the foramina 
of Luschka and Magendie are occluded. The above 
mentioned foramina drain the cerebro-spinal fluid 
from the fourth ventricle into the cisterna magna. 
Therefore, when we have this condition existing we 
get ventriculograms which present dilatation of the 
lateral ventricles, third ventricle, aqueduct of Syl- 
vius and fourth ventricle. This definitely locates 
the point of obstruction. The majority of such 
cases, in fact nearly all of them in infancy, are the 
result of an old inflammatory condition producing 
adhesions and exudate which caused the obstruc- 
tion, hence before we can operate them we must 
determine how much of the subarachnoid space 
is still patent and able to carry on its function as a 
part of the cerebro-spinal vascular system. This 
can be demonstrated in one of the following ways. 

1. Inject 1 c.c. of phenolsulphonephthalein in- 
to the spinal canal; if over 30 per cent of it is ab- 
sorbed in two hours then a cure can be expected if 
the cause is removed. 

2. Inject air into the spinal canal, take x-rays 
in the usual manner and if you are able to visualize 
the cerebral sulci over the greater part of both hem- 
ispheres, then a cure can be expected, and opera- 
tion is justified. The operative procedure is the 
same as for reconstruction of the aqueduct of Syl- 
vius. In one of the cases which is on demonstra- 
tion very dense scar was encountered at operation. 
The fourth ventricle was markedly dilated, the walls 
being very thin. The fourth ventricle was punc- 
tured and an opening of considerable size was 
made, thus forming a new foramen of Magendie 
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and establishing circulation of the cerebro-spinal 
fluid between the fourth ventricle and the cisterna 
magna. It is hoped that this newly formed foramen 


will remain patent and thus prevent further devel- 


opment of the hydrocephalus. 

Communicating hydrocephalus can be diagnosed 
in one of three ways: 

1. Injection of ‘phenolsulphonephthalein into 
the ventricle and if it appears in the spinal fluid 


- in thirty minutes then you know that you are not 


dealing with an obstructive hydrocephalus. 

2. Inject phenolsulphonephthalein into the 
spinal canal and if less than thirty per cent is ab- 
sorbed in two hours you are dealing with a com- 
municating hydrocephalus of rather severe grade. 

3. The best way to determine is by the injec- 
tion of air into the spinal canal and pneumographic 
plates made. If the cerebral sulci cannot be out- 
lined over the cerebral hemispheres then the case 
is one of communicating hydrocephalus, and offers 
no relief from surgical interference. 

External hydrocephalus likewise contraindicates 
surgical intervention. 

In regard to the localization of brain tumors by 
means of ventriculography it can be stated that 
when possible it should be done in every case where 
there is a reasonable doubt. It will oftentimes 
more definitely localize a tumor and likewise will 
localize tumors in silent areas of the brain. The 
work of Dr. Corbett and myself in regard to brain 
tumors we hope to present at some future date. 

In this work the surgery has always been done 
by Dr. J. Frank Corbett. The technique of the 
operative procedure is that used by Dr. Dandy of 
Baltimore. It is to him we are all indebted for the 
splendid research work that he has done in this 
field of neurological surgery, and the application 
of it to human surgery. 

Conclusions: 

1. Cerebral pneumography or ventriculography 
is a most valuable aid in the diagnosis of intra- 
cranial conditions. 

2. It definitely differentiates hydrocephalus 
into two types: 

A. External hydrocephalus. 
B. Internal hydrocephalus. 

3. It further differentiates 

cephalus into two classes: 
A. Obstructive internal hydrocephalus. 
B. Communicating internal hydrocephalus. 


internal hydro- 
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4. It definitely localizes the lesion in obstructive 
hydrocephalus. 

5. It is our guide to surgical intervention in 
these types of cases. 

6. Cerebral pneumography is a great step for- 
ward in neurological surgery. 


DISCUSSION 


Dr. K. Ikepa, Minneapolis: Dr. Wyatt has covered the 
essential points of the technic so far as the x-ray is con- 
cerned. From what I have done personally, which is very 
little, and from what I have read, particularly, of the 
work of Dandy and others, I have come to the following 
conclusions: 

1. The interpretation of shadows, such as dilatation of 


the ventricles, distortion, distorted outlines, and the point 


of obstruction can be made by this means of diagnosis. 

2. All cases of obscure cerebral conditions, unless 
otherwise indicated, should be subjected to this method 
of diagnosis. I think at first we should do spinal puncture 
and try to introduce air through this means, which is less 
risky than the other route, and then according to the result 
of this we may further go into the ventricle through the 
cranial vault. 

3. The fluoroscope should be used in addition to plates, 
I have a case particularly in mind where the plate was 
taken in the ordinary way and did not show the presence 
of fluid, but when we fluoroscoped the patient we found 
fluid waves, and with the patient in the upright position 
we could notice the fluid level. In addition to plating, the 
fluoroscope should be used. The technic is rather difficult, 
especially going through the brain, and should always 
be done by a neurologist or brain surgeon. 

I think these methods should be more extensively used 
than we have done so far. 


Dr. A. W. Apson, Rochester: The subject of cerebral 
pneumography or ventriculography is attracting consider- 
able attention, and while certain observers are enthusiastic 
concerning its value, others are inclined to ask questions. 
If pneumography is to be of real value, certain things 
must be accomplished by this procedure. The procedure 
is not altogether simple, because it is attended with risk. 
If it is of real value, how often will it localize a tumor 
when all other neurologic means fail? How many tumors 
can be found and removed as a result of pneumography? 
How many patients can be cured by the removal of such 
tumors? How many times will pneumography prevent a 
hazardous operation that might result in death? There 
are four frank questions to be answered before pneu- 
mography is considered a safe and sound procedure. 

I have done a number of ventriculograms, which have 
assisted in localizing brain tumor, but very few have been 
removable. Hydrocephalus has been mentioned by Dr. 
Wyatt, but the question arises, what is to be done with 
hydrocephalus after it is found? In the first place, the 
procedure Dr. Wyatt referred to with dilatation of the 
aqueduct and the insertion of a catheter, leaving it for 
a time and then removing it, is not altogether satisfactory. 
I have tried it. It is a hazardous operation, and the 
fatalities are numerous. If pneumography is to be of real 
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value, it must be the means of diagnosing operable tumor, 
Pneumoperitoneum received a good deal of enthusiasm at 
one time, but today it has been largely discarded. Prey. 
mography does localize tumors, but whether or not jt 
localizes operable growths, time alone will tell. 


Dr. F. E. B. Forey, St. Paul: I think the results up to 
date in the treatment of what was formerly called jdio. 
pathic hydrocephalus warrants continued experiment with 
such a procedure as pneumography. The making of a 
definite diagnosis and localization of the lesion which js 
responsible for the condition is the sine qua non of treat- 
ment. Up to the time of Dandy’s work no well organized 
plan was established in the treatment of hydrocephalus, 
Dandy has many ventriculograms which definitely localize 
the points of obstruction, and they have warranted the 
surgical procedures which followed. In several cases the 
results have been good. 

I have had only little experience with ventriculography 
or pneumography. It was very difficult to demonstrate the 
passage of air in the subarachnoid spaces up over the hem- 
ispheres. The explanation of this is that hydrocephalus of 
long standing results in a flattening out of the whole 
cerebral cortex against the dura, and the small fluid-con- 
taining spaces are almost entirely obliterated. Under such 
circumstances the small amount of air which passes into 
these spaces may be impossible of demonstration in a 
plate. 

I have done some work with the injection of hypertonic 
salt solution into the blood stream for the reduction of 
intracranial pressure. If a very highly concentrated salt 
solution is given intravenously, the osmotic disbalance 
causes a large amount of cerebro-spinal fluid to pass into 
the blood stream. Not only does the salt pick up fluid 
from the subarachnoid spaces where fluid absorption nor- 
mally occurs, but it picks up a large amount of fluid from 
the ventricles and from the fluid-containing spaces of the 
brain substance, thus enlarging the fluid spaces over the 
cortex. If this procedure can be combined with pneu- 
mography, it seems to me our chances of demonstrating 
open spaces over the hemispheres would be very much 
greater, particularly in cases where the air injection is 
made into the spinal subarachnoid. The cortex would be 
separated from the dura, and the subarachnoid spaces 
would be thus enlarged. If there is no obstruction around 
the base to prevent the passage of air to these spaces it 
ought to be much easier of demonstration than is the case 
when the cortex is flat up against the dura. 


Dr. O. S. Wyatt, Minneapolis (closing): In regard to 
what Dr. Adson had to say, our experience with the locali- 
zation of brain tumors by pneumography has been very 
limited. We had the good fortune to have had Dr. Hamil- 
ton go over most of the cases with the results that brain 
tumors are quite well localized. Just how much one can 
say of the operability of brain tumors, after localizing 
them by pneumography, is no doubt only in the beginning. 
I think the investigations of Dandy have stimulated this 
work very materially. 

In hydrocephalus, a point brought out by Dr. Foley in 
regard to the cerebral hemispheres being pushed tight 
against the dura, I will say that one is not able to visualize 
air in the subarachnoid spaces. That is quite true. The 
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reason for that is that these cases of hydrocephalus are so 
far advanced. If these patients came early, as soon as 
there was a suspicion there might be any condition of 
hydrocephalus due to the signs and symptoms that are 
manifested, the injection of air in the early cases of 
hydrocephalus would enable us to pick up more of these 
cases, and visualization over the cerebral hemispheres would 
be of much more aid. 


EPILEPSY—ITS PRESENT STATUS* 


W. H. Hencst ter, M.D. 
St. Paul 


The subject of epilepsy is one which well merits 
the attention and consideration of every practitioner 
of medicine today. Occurring as it does, in all 
walks of life, among all classes of people, and in all 
varieties of environment, it is a disease which we 
should be prepared to recognize and to treat. 

The common conception of epilepsy dates from a 
time when we were accustomed to consider the 
symptoms as the disease. Anyone who suffered 
attacks of unconsciousness was said to be an epilep- 
tic. Investigation and experience have taught us 
that convulsive attacks formerly considered “epi- 
lepsy” may be due to other diseases—and that 
epilepsy itself may exist without convulsions. What 
was formerly termed “epilepsy” we now realize may 
occur in general or localized cerebral disease. 
Brain pathology has taught us that in general 
paresis, multiple sclerosis, brain neoplasm, cerebral 
syphilis, arteriosclerosis, lead poisoning, alcohol- 
ism, uremia and diabetes, convulsive attacks may 
occur which from a symptomatic standpoint are 
identical with those of true epilepsy. Therefore, 
we rightfully conclude that we must find for true 
epilepsy some symptoms other than the mere occur- 
rence of fainting or convulsive attacks. From a 
diagnostic angle, therefore, we have come to place 
more importance upon the psychic and mental phe- 
nomena which occur and upon the permanent 
changes which are characteristic of true epilepsy. 

The purpose of this paper shall be not to discuss 
the subject in full but the present status of essential 
epilepsy and to refer to the other forms briefly, 
from a standpoint of differential diagnosis. 

Curschmann defines idopathic epilepsy as “a 
chronic, usually progressive disease of the brain, 
the main symptom of which is a disturbance of 

*Read before the Barron-Polk-Washburn-Sawyer- 


Burnett Counties Medical Society at Spooner, Wis- 
consin, March 6, 1923. 


consciousness, appearing suddenly and in the form 
of attacks; together with, in the majority of cases, 
a gradual transformation of the entire psychic 
being.” Another writer has more tersely defined it 


as “An explosion of accumulated energy.” 


The disease manifests itself in three types of 
attacks: 

1. Grand mal—in which the patient suffers the 
classic attack, with loss of consciousness, falling, 
convulsive seizures and the associated symptoms. 

2. Petit mal—in which there is only momentary 
“lapsus menti” or merely a transient dizziness, 
without falling or other disturbance. 

3. Epileptic equivalent—in which the disturb- 
ance is psychic, not sensory-motor, and which mani- 
fests itself in a change of personality—one form of 
the so-called “dual” personality. 

For purpose of convenience, we shall discuss each 
type separately, though the treatment for all is the 
same. 


1. Grand Mal.—tThe attacks of grand mal may 
occur rarely or often, may be nocturnal only or 
always occur in the day time, or both. They may 
come on suddenly without any warning, or there 
may be definite prodromal symptoms. In this 
latter case, the patient is said to have an “aura.” 
By aura is meant a definite feeling or sensation 
which tells the patient that the attack is coming. 
This takes various forms. It may be a hot flush 
passing over the body; or a flash of bright colors 
before the eyes; or the smelling of a peculiar odor. 
Aura occurs in only a small percentage of cases, 
and where it does occur it lasts for only a few sec- 
onds immediately preceding the attack. One pecu- 
liarity is that the aura, if it occurs, is almost in- 
variably the same before each attack in the same 
individual. Immediately following the aura, if it 
occurs, or, if not, without any warning whatever, 
the attack comes on suddenly. The individual loses 
consciousness, falls prone, wherever he is, often 
injuring himself severely. All the muscles of the 
body are gripped in a tonic convulsion. The weird 
epileptic cry which many patients give at the be- 
ginning of an attack is due to a tonic convulsion 
of the respiratory muscles. The jaws are tightly 
locked, often with the tongue between the teeth, 
resulting in the common symptom of bitten tongue. 
Every muscle of the body is rigid, the eyes are open 
and staring, the legs and arms extended, with the 
hands clenched and the thumbs in the palms. The 
head is retracted and frequently the eyes are drawn 
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to one side. This stage lasts from fifteen to thirty 
seconds and is followed by a brief period of relaxa- 
tion before the clonic muscular convulsions begin. 
In this period of relaxation the sphincters are also 
released and involuntary discharges of urine, feces 
and semen may occur. The period of clonic con- 
vulsion lasts from one minute up to ten or fifteen. 
During this stage there are convulsive movements 
of flexion and extension in the limbs; the trunk is 
thrown back and forth, the face is distorted and 
grimacing, the lips are covered with froth which is 
bloody if the tongue has been bitten and there are 
gurgling and choking noises in the throat due to the 
respiratory muscle clonus. The entire body usually 
perspires freely at this stage. Frequently injuries 
occur, due to the violence of the convulsions. Grad- 
ually the attack ceases, the patient becoming con- 
scious at once or passing into a state of deep sleep 
which may last several hours. Frequently the indi- 
vidual recovers consciousness not knowing that any- 
thing has happened. A characteristic feature is the 
feeling of exhaustion and drowsiness which follows 
the attack. This is due to the tremendous expendi- 
ture of energy which occurs during the spell. It is 
often a diagnostic point of paramount importance. 


It is interesting to note that reflex changes occur 


during the epileptic seizure. Cutaneous reflexes 
are lost, knee-jerks frequently are absent and you 
may get even an ankle clonus and a positive Bab- 
inski sign. The pupils are dilated. These findings, 
however, are not of practical value, as the epileptic 
spell is usually an emergency affair and one does 
not pay much attention to the examination of re- 
flexes. 

In severe types of the disease there may be re- 
peated attacks of grand mal occurring one after 
another in rapid succession without an interval 
of consciousness. Such a condition is called “status 
epilepticus” and is of graver import than the single 
spell and always threatens the life of the patient 
from cardiac paralysis resulting from exhaustion. 
Death in the single attack, except from injury in 
falling or smothering, does not occur. 

It is desired to emphasize the fact that in a true 
epileptic spell of the grand mal type, there may be 
any or all of the above named symptoms. The 
bitten tongue and the occurrence of involuntaries 
are the two most common events. However, they 
may not be present, and a diagnosis may be made 
merely upon the sudden loss of consciousness with 
some convulsive movements followed by the ex- 


treme tired feeling or the period of sleep. In other 
words, it is not necessary to have all the classic 
symptoms in order to make a correct diagnosis of 
essential epilepsy. 

2. Petit Mal.—Attacks of petit mal type show 
themselves in many different ways—varying from 
momentary attacks of vertigo to transient lapses of 
consciousness lasting only for a few seconds and 
of which the individual himself is ignorant. The 
patient often complains that he suffers from just 
an instant of dizziness with a slight mental con- 
fusion. Or he may complain of a queer feeling, 
with various subjective sensory disturbances such as 
numbness or tingling or a hot flush, affecting some 
parts of his body. Or, his friends may notice that 
during a conversation or while at the table eating 
he will suddenly stop, stare blankly into space for 
a few seconds and then go right on as though noth- 
ing had happened. In cases like this the patient 
himself is not aware of the attack. One of my 
patients, a school girl of fourteen years, who went 
to and returned from school in the street car, com- 
plained that often she would be carried by her 
street while on the car. She would remember being 
nearly to her street and then the next thing she knew 
would find that she had been carried two or three 
blocks past—and yet she was unaware of any period 
of blankness or of the occurrence of any spell. 

These attacks may come only occasionally or very 
frequently. It is not rare to find them occurring 
as frequently as 150 in one day. Any history of 
recurrent little attacks, of vertigo, or queer feeling 
or mental confusion should always arouse suspicion 
of petit mal. 

A person may suffer from this type of attack 
alone or he may suffer from alternating attacks of 
grand mal and petit mal. In others the disease may 
first show itself by petit mal attacks and later 
develop grand mal or vice versa. Or one may have 
both, and either one disappear, leaving the other. 

A peculiar and puzzling feature is that the prog- 
nosis for response to treatment in petit mal is not 
as good as it is in grand mal. Also, the tendency 
to mental deterioration in the former is greater. 


3. Epileptic Equivalent.—By far the most inter- 
esting phase of essential epilepsy is that type known 
as “epileptic equivalent.” Here, instead of a sen- 
sory-motor manifestation, we have a psychic one. 
We find periodic attacks of dual personality, during 


which the individual moves about and conducts | 


himself normally for hours or even days, but with 
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no consciousness of his real self. I can best illus- 
trate my meaning by citing one or two typical 
cases. 

Case 1. A young man of thirty years, a returned 
soldier under my observation, suffered from peri- 
odic attacks of typical grand mal epilepsy. He 
complained that occasionally he would be in a store 
on Wabasha Street and would suddenly find himself 
some where down below Jackson Street without 
knowing how he got there. 
fifteen or twenty minutes he was essentially “uncon- 
scious” and yet had picked his way safely through 
crowded streets and across dangerous crossings. 
While under observation at the hospital, attendants 
were instructed to watch for these attacks. Several 
occurred. On one occasion he left his room, went 
down onto the street followed by the attendant who 
permitted him to walk a block or two, then gently 
took him by the arm, turned him about and led 
him back to the hospital. When he came to himself 
shortly afterward, he remembered nothing that had 
occurred. A peculiar fixed, blank look on his face 
was the only noticeable change in his appearance 
during the attack. 


Case 2. A Minneapolis business man, a jeweler, 
aged 55, for several years had annoyed his family 
by disappearing for a few days. No one knew 
where he went or what happened during these oc- 
currences. He was a man who was clean and 
straight and whose character and motives were ab- 
solutely above reproach. He consulted my partner, 
Dr. Hammes, about these attacks. Just before we 
saw him he had had the first attack in several years, 
the description of which he himself gave, as fol- 
lows: He went to the bank one afternoon to de- 
posit his day’s funds; he remembered making the 
deposit, turning away from the Teller’s window and 
putting his pass-book in his inside coat pocket. 
The next he knew he came to himself two days 
later in the middle of the High Bridge in St. Paul. 
What he does and where he goes during these at- 
tacks remains a mystery. 

Case 3. A young man of about 28 years, whom 
I saw three years ago in consultation for the U. S. 
Veterans’ Bureau, had an epileptic history. He dis- 
appeared from his place of employment and came 
to himself several days later many hundreds of 
miles away and found that he had acquired a wife, 
whom, in his real self, he did not know. This his- 
tory was given as bona fide by his brother who 
accompanied him at the examination. 


During an interval of © 
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Case 4. Dr. Riggs reports a case of a man re- 
ferred to him by a St. Paul physician several years 
ago. This man was a traveling salesman and while 
on his trips on the road would have spells for two 
and three days at a time during which he would 
sell goods, discount notes and make contracts with- 
out any errors whatsoever, though the transactions 
were a complete blank to him when he came to him- 


self. 


The above four cases serve to illustrate “epilep- 
tic equivalent.” Its existence is unquestionable. 
Two years ago, at a clinic I gave on epilepsy during 
our St. Paul Clinic Week, I was severely criticised 
by one of the visiting physicians, for admitting 
that such a phase of the disease existed. His criti- 
cism was that it could be used by criminals as an 
alibi for their acts and that a clever criminal lawyer 
could secure acquittal on the ground of “epileptic 
equivalent.” To me this seems a childish argument, 
as it involves no more than the everyday question of 
“sanity or insanity” in criminal acts. 


| 

As to the pathologic tissue changes in epilepsy, 
there is very little to say except that there is no 
definite fixed pathology. It has been said by some 


(Apert & Tracy) that there is always present “a 
sclerosis of neurogliar tissue” and “an induration 
of the interstitial tissue of the nervous centers”; a 
so-called “progressive gliosis” which takes a high 
power of the microscope to see. Aside from this, 
there is nothing to say. 


The prognosis in epilepsy should always be made 
with the greatest caution. There are several fac- 
tors which enter into it, namely, the age of the 
patient, the hereditary trends and the rapidity with 
which mental degenerative changes take place. The 
younger the patient the more grave the prognosis. 
The early appearance of mental changes always 
means a bad outlook. Epilepsy may occur at any 
age. It may appear during childhood but is most 
common in its appearance from the age of puberty 
up to twenty-five or thirty years of age. Idiopathic 
epilepsy beginning after the age of forty is rare 
and the initial appearance of “spells” at that age 
should arouse suspicion of an organic disease, al- 
though I have had one patient who never had an 
attack until after his fiftieth year, and who has them 
periodically at intervals of about six months. I 
have made every known examination and test in 
this man and they have all been negative, so it is 
apparently a case of essential epilepsy. 
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When we discuss the question of heredity, we 
touch upon a subject which has been extensively 
studied and concerning which there are a great 
variety of opinions. One thing is certain—that 
epilepsy occurring in an individual in whose family 
there is epilepsy or any mental disease offers a 
much graver prognosis that where the family his- 
tory is clear. The actual transmission of epilepsy 
itself from one generation to another does not occur 
but there is transmitted an hereditary unstable 
nervous mechanism which renders more likely the 
occurrence of any mental or nervous disease. 
Chronic alcoholism, especially on the paternal side, 
is unfavorable, as is also hereditary syphilis. An 
epileptic mother is usually free from attacks during 
pregnancy. Thus we see the importance of an ac- 
curate family history in these cases. 

Epilepsy attacks males oftener than females, in 
the ratio of 9 to 7. More men recover and do so 
earlier. Attacks occurring in the daytime usually 
recover better than those occurring at night. 

Complete recovery probably occurs in about 10 
to 14 per cent of epileptics. By recovery is meant 
cessation of spells, without recurrence when treat- 
ment is discontinued, and with a normal mental 
condition. The greater percentage of the remaining 
unrecovered cases respond well to treatment; in 
others the frequency of attacks is substantially re- 
duced. 

During the past three and a half years, it has 
been my privilege as Consultant for the U. S. Vet- 
erans’ Bureau and as Attending Neurologist at 
U. S. P. H. S. Hospital No. 65, in St. Paul, to ob- 
serve and treat a great many epileptics. The num- 
ber of our soldiers who returned as epileptics with 
perfectly clear personal and family histories is 
astonishing. The only explanation I have to offer 
is that this is the result of individuals with an in- 
herently weak and unstable nervous mechanism be- 
ing suddenly subjected to the tremendous strain of 
military training in time of war. But, as a result 
of my experience in treating these men, I feel that 
we can offer a favorable prognosis in arresting or 
decreasing the attacks. The actual cures are few. 
Where mental deterioration has begun, the outlook 
is positively bad. 

In the differential diagnosis in epilepsy, we have 
to consider: (1) Organic brain diseases or con- 
stitutional diseases in which epileptiform spells 
may occur. (2) Hysteria and hystero-epilepsy. 

In the first group fall brain tumors, brain ab- 
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scesses, brain or skull injuries, syphilis, alcoholism, 
arteriosclerosis, drug poisonings, uremia and ia- 
betes. The differential diagnosis is made in the 
usual way, by very careful physical and neuro. 
logical examinations, including complete urinary 
examinations, blood examinations, including Was- 
sermann tests if indicated. If it seems advisable 
the spinal fluid is examined and also the back- 
grounds of the eyes. A very careful personal his- 
tory and description of the spells is necessary, as 
well as a complete family history. As was said 
earlier in this paper, if the onset of epileptiform at- 
tacks begins after the fortieth year, we feel that it 
is almost sure to be due to some other condition 
than essential epilepsy. Naturally, a history of 
syphilis or physical findings indicative of it, call 
for a lumbar puncture and spinal fluid examination. 
In my consultation work for the Veterans’ Bureau, 
I invariably advise spinal fluid examination if there 
is a history of promiscuous sexual indulgence even 
without a venereal history; and in many instances 
we have found positive spinal fluids in apparently 
innocent individuals. 

If the patient is a drinker, in all probability he 
has alcoholic epilepsy. In any event you may be 
sure that the alcohol is not of any benefit to him. 

Whenever we find organic brain disease or a 
toxemia or a constitutional disease, the epileptiform 
spells become merely a symptom and the treat- 
ment is to remove the cause by treating the primary 
disease. 

When it comes to differentiating true epilepsy 
from hysteria, it is comparatively easy if the patient 
can be observed in a spell by one familiar with 
both diseases. The hysterical person never falls so 
as to hurt himself, does not bite his tongue, does 
not have involuntaries, and his convulsive seizures 
are not like a true epileptic’s.. Also his period of 
unconsciousness is usually longer; he lacks the 
psychic confusion and dazed feeling afterwards and 
his spells almost invariably occur when he is not 
alone. 

So keen is the Government in recognizing the 
danger of a mistaken diagnosis, that they will not 
permit a diagnosis of epilepsy to be made from 
the history alone. If a man applies to the Veterans’ 
Bureau for compensation based on a claim of epi- 
lepsy, he is sent to the hospital for observation and 
must be seen in a spell by a medical man before 
the diagnosis will stand. There are a number of 
men under observation om my service at the 
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U. S. P. H. S. Hospital No. 65 all the time; and 
we find a few instances of hysteria and a few of 
malingering. They are held ninety days and if no 
spell occurs during that time they are discharged 
with no diagnosis. 

An amusing incident is related about a case of 
a young man, on a farm a few miles from the city, 
who had a fainting spell at the same time every 
day. It always occurred at 9 o’clock sharp ev: 
morning. The family doctor had long suspected 
In order to prove his case, he had the 
boy’s father turn the clock back two hours early one 
morning, unknown to the patient. Sure enough 
when the hands of the clock reached nine, even 
though they were two hours late, the patient had his 
spell. 

The question naturally arises “What is the fate 
of the epileptic?” If untreated, he grows pro- 
gressively worse; there is mental deterioration and 
he ultimately lands in the State Hospital. Many 
epileptics, especially children, are also feeble- 
minded and are cared for in State Institutions 
known as epileptic colonies. Very few recover 
spontaneously. Some remain about the same, hav- 
ing occasional spells and no apparent mental 
change. A good many are killed, accidentally, 
while in an attack, and that brings home one of 
our strongest duties toward the epileptic, namely, 
to advise against any employment or association 
which will take him into dangerous places. The 
Veterans’ Bureau asks every day for advice as to 
the fitness of certain epileptic claimants to receive 
vocational training. 


hysteria. 


In every case it is recom- 
mended that no training be given if it takes the 
patient into a place where he might fall, as from 
a roof or scaffold, or around machinery. We owe 
it to the patient and to his family to advise them 
of the danger due to an attack coming on where 
there is a chance to fall from a height or into a 
machine. As a striking instance of this I wish to 
cite one of my cases. 

A young man of 31 years developed essential 
epilepsy in the army, suffering from both grand 
mal and petit mal attacks. On his return home he 
was sawing wood one day with an ordinary gasoline 
circular saw. A spell of grand mal type came on, 
he fell into the saw and his skull was ripped open 
slightly to the right of the median line from a point 
about the middle of the forehead to a point about 
the level of the occipital protuberance. By some 
miracle he lived and recovered. He now has alter- 
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nately four types of attacks namely, attacks of 
grand mal; attacks of petit mal; Jacksonian 
seizures with convulsions involving the left arm and 
leg; Jacksonian seizures involving the left face. 
These attacks occur in rotation. He was operated 
on in the hope of relieving the Jacksonian attacks 
with but temporary success. But his case illustrates 
what can happen to an epileptic if he is allowed to 
be around machinery. Incidentially, I might men- 
tion that this man, when I last saw him, was per- 
fectly normal mentally, though he has one or two 
spells of some kind each week. 


And now we have arrived at the point where we 
must discuss the treatment. To begin with, let me 
say that the treatment is divided into three parts: 


1. Prophylaxis or prevention. 
2. Dietetic. 
3. Medicinal. 


1. The prohylaxis includes the general care of 
the patient with respect to environment, habits, 
hygiene, etc. An epileptic should not be in en 
irritating environment. He should not be obliged 
to work too hard, mentally or physically. He 
should be kept free as far as possible from all 
worry and mental anxiety. He should not be com- 
pelled to carry responsibility. Petty annoyances 
and personal grievances should be eliminated as 
far as possible. His personal habits should be of 
the best. The most common factor in keeping up 
epileptic attacks is alcohol. Persistent use of 
liquor is fatal to the epileptic and makes success- 
ful treatment impossible. Constipation is another 
evil which must be corrected. Intestinal stasis 
and autointoxication always predispose to attacks. 
Regular hours and frequent bathing are useful 
adjuncts, with proper ventilation of living and 
sleeping rooms. In children, especially, attention 
should be given to the constitutional condition. 
The general health of the individual must not be 
overlooked and must always be given due consid- 
eration. In our private work (Riggs, Hammes & 
Hengstler) ; and as far as possible in my dispensary 
work, City Hospital work and Veterans’ Bureau 
and Public Health work, careful examinations are 
made of teeth, nose, throat and sinuses for focal 
infection; and these are removed if found. 


The dietetic treatment is essentially that of a 
low protein diet. We do this to keep the work of 
the gastro-intestinal tract and the danger of intes- 
tinal stasis at a minimum. We have our printed 
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diet slips which are given to the patient and to 
which he is directed to adhere absolutely. All in- 
digestible foods and foods hard to digest are cut 
out, as are excesss of carbohydrates, such as candy 
and pastry, cake, etc. Red meats, tea and coffee 
are also eliminated. 

In considering the medicinal treatment of epi- 
lepsy, we have become, during the past few years, 
dependent on one drug, luminal. Volumes have 
been written about luminal in the treatment of 
epilepsy. Arguments pro and con have been pre- 
sented. There is no need of giving a technical 
discussion of it here. Snffice to say that luminal 
today is the single most efficient drug. It can be 
given in any rational dose and can be given in- 
definitely with absolutely no harm to the patient. 
I have patients under my care who have taken it 
steadily for nearly four years and who show no 
signs of any bad effects. Dr. Riggs has under his 
care a young man who for several months has taken 
eight grains a day with only beneficial action. 

The dosage and time of administration are a 
matter of personal choice. Some give it twice a 
day, some once. Personally, I prefer a small dose 
given three or four times a day. Two-thirds of a 
grain given after meals and at bed time »: an aver- 
age dose. It may be necessary to give a little more 
or the patient may get along on a little less. The 
best way is to grade the dose to a point where the 
spells are controlled and the patient is not made 
drowsy. Too much luminal gives a drowsy, drunk 
feeling, with a staggering gait and often diplopia 
and the patient will complain of feeling “queer.” 
Luminal given in capsule form is more efficacious 
than that in tablet form. Often, after starting a 
patient on luminal three times a day, when the 
spells are under control, it will be possible to drop 
one or even two of the daily doses and still have 
the spells remain in abeyance. As before stated, 
this may be kept up indefinitely if deemed neces- 
sary. We have never seen any of the adverse kidney 
disturbances which some recent writers are claiming 
for luminal extended over a long time. Some 
patients have an idiosyncrasy for luminal. This 
will show itself with the first few doses as a brilliant 
red flushing of the skin on the trunk or extremities 
similar to the flushing in scarlet fever. If this ap- 
pears, the luminal must be withdrawn, when the 
rash promptly disappears. 

Some cases of epilepsy of all types do not re- 
spond to luminal, others seem to get worse on it. 


These are, however, a very small per cent oi! the 
whole. If we find that luminal is not effective, we 
fall back on the old bromide mixture of 15 to 30 
grains three times a day; or a mixture of chloral 
hydrate 5 grains and sodium bromide 10 grains 
three times a day. We are loath to give chloral 
over an extended period and bromide gives the 
troublesome pimples which are very distasteful to 
the patient. So that, unless we are forced to by the 
ineffectiveness of luminal, we do not use them. 

In my opinion, luminal, properly administered, 
will be of benefit in at least 90 per cent of cases of 
essential epilepsy. It will, in this 90 per cent, 
either stop the spells altogether or make them less 
frequent and less severe. 

McCartney, in a recent issue of the British 
Medical Journal, reports the successful treatment 
of 18 cases with potassium bromide and borax. 
He obtained his best results with a dose of 15 
grains of potassium bromide, 714 grains of borax 
purificatus and 2 minims of Fowler’s solution three 
times a day. He noticed in all the patients a 
marked mental improvement, freedom from stupor 
after attacks, less irritability and complete change 
of habits for the better. Personally, I have had no 
experience with this treatment. 

As to the treatment of a patient in the epileptic 
grand mal attack, there is not much to be said ex- 
cept to protect him from injury as far as possible. 
The clothing should be loosened at the throat and 
something gently forced between the upper and 
lower jaws to keep the teeth from biting the tongue 
and cheeks. In “status epilepticus” it is often 
necessary to give morphine by hypodermic or even 
to administer ether or chloroform to control the 
recurring convulsions. 

Briefly, and in conclusion, I wish to say that 
epilepsy, from a standpoint of mental hygiene, is 
most important. Though there is no proof that 
epilepsy itself is transmitted, yet its degenerative 
tendency, its association with mental deficiency and 
with true psychoses and its progressively deteriora- 
tive course, make it a potent factor in lowering the 
mental standard of the human race. Many states, 
recognizing this, have passed laws forbidding the 
issuing of a marriage license to a couple if either 
is an epileptic. These laws, unfortunately, do not 
meet the situation and are not enforced. The mar- 
riage of epileptics, with their subsequent offspring, 
is a menace to society and should be positively 


curbed. 
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In summarizing, then, the following facts stand 
out clearly: 

I. Essential or idiopathic epilepsy does exist 
and manifests itself in certain definite ways. But, 
before a diagnosis can be made, certain other or- 
ganic diseases and functional disorders must be 


excluded. 


II. A small percentage of epileptics can be 
cured. The greater portion of the others can be 
materially helped by treatment. 


III. The treatment is prophylatic, dietetic and 
medicinal. 


IV. Luminal is the single drug which is most 
eficient in epilepsy. It may be given in rational 
doses, over an indefinitely extended period with no 
detriment to the patient and will prove a benefit in 
90 per cent of cases. 


V. Epileptics must be guarded against danger- 
ous environment, due to the danger of death from 
injury during an attack. 


VI. Epilepsy constitutes a hereditary menace 


and should be regarded as such. It is indicative of 


an unstable nervous and mental mechanism and is 
often associated with mental deficiency or actual 
insanity. Propagation of the race by epileptics 
should be suppressed. 
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HISTORICAL DATA IN THE LIFE OF 
DR. RICHARD J. HILL* 


Dr. Richard J. Hill was born in Guilford County, 
North Carolina, on February 11, 1853, and died 
on February 2, 1923, just a few days under 70 years 
of age. 


His father, Dr. Nathan B. Hill, also born in 
North Carolina, was forced to leave his native state 
in 1861 because of his strong anti-slavery sympa- 
thies, and located in Minneapolis, becoming one of 
the most prominent among the pioneer physicians 
of the State of Minnesota. He was one of the organ- 
izers of the Hennepin County Medical Society, a 
councilman of the city of Minneapolis, a member 
of the State Board of Health, and, at the time of his 
death, president of the Minnesota State Medical 
Society. The family home was a farm at what is 
now Lake Street and Sixth Avenue South, but was 
then well out in the country. 


Here Richard J. Hill spent his youth, and in later 
years he was fond of telling many stories of his 
hunting and fishing in the woods and on the lakes 


*Read before the Minnesota Academy of Medicine at 
the meeting of March 14, 1923. 


in the neighborhood. He was educated in the pub- 
lic schools of Minneapolis and attended the Uni- 
versity of Minnesota in the years 1872 and 1873. 
He received his M.D. degree from Jefferson College 
in 1875, but continued in Philadelphia for several 
years longer in post-graduate work. During 1879, 
1880 and 1881, he was a surgeon in the regular 
army and was located in the western Dakota terri- 
tory. After leaving the army he returned to Minne- 
apolis and entered general practice, in which he 
continued active service until stricken by his last 
illness in the spring of 1922. The evening before 
he was suddenly taken ill, I had the pleasure of 
riding with him to St. Mary’s Hospital to attend a 
staff meeting, and he remarked during the ride that 
he hadn’t been in such good health nor felt so well 
for a long time. 


In 1887 he spent six months in Europe in post- 
graduate work. 


During his long years of service he held many 


positions of honor and trust. In 1884-1885 he was 
president of the Hennepin County Medical Society. 
For many years he was chairman of the Board of 
Censors of that Society, and. although he presided 
at a number of noted and notorious trials, his 
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fairness and sense of justice were so well recog- 
nized that he never engendered bitterness nor made 
enemies. So much were his services toward peace 
and amity appreciated by the society, that, when 
he resigned from the Censors’ board, he was chosen 
as advisor to it and continued in that capacity to 
his death. 

In 1894 he became a member of the staff of St. 
Mary’s Hospital, and in 1904, on the death of Dr. 
J. H. Dunn, succeeded him as Chief of Staff. When 
the hospital was standardized in 1918, he was ap- 
pointed on the’ medical advisory board and was 
elected and re-elected vice-president of the staff. 

Since 1912 he had been a member of the staff 
of the Abbott Hospital. For 35 years he served as 
the Chief Surgeon for Minneapolis of the Great 
Northern Railroad. Here his gentleness and con- 
stant care endeared him to the employees, and his 
fairness and rigid honesty gained for him the most 
complete confidence of the administration. 

For 30 years he acted as examiner for the North- 
western Mutual Life Insurance Company of Mil- 
waukee. 

For many years he was a member of the Minne- 
sota Academy of Medicine, and its president in 
1900. 

He was active in the affairs of the Minnesota 
State Medical Society. He was its president in 
1912-13; its treasurer for 30 years; and a councilor 
from its reorganization, when it became a subsidi- 
ary to the American Medical Association. 


He was married in 1881 to Miss Louise Jolin. 
son and leaves two children, a son and a daughier. 





AN APPRECIATION 


It has been said that “modesty is the nurse of 
greatness.” Dr. R. J. Hill’s modesty was perhaps 
the most quickly noticed of his many good quali- 
ties; his greatness is proved by the feeling we all 
have that his influence made us better men. 

While frank in the expression of his well-con- 
sidered convictions, no malice ever soured disagree- 
ment or reproof. 

A brother to all, his hand reached out to the 
real man whether in rags or richly clad. 

His ability to look on all sides made his judg- 
ment so just that one soon learned to depend 
upon it. 

Despising the smooth path of policy, he walked 
the harder truth-blazed trail. His honesty had no 
exceptions and his loyalty to his professional 
brothers was never in question. 


His skill, his good common sense and his per- 
sonal helpfulness made his large following grate- 


ful and loyal. 


In this fraternity a true brother’s seat is vacant. 


His influence is to us a rich legacy. 
(Signed) 
L. A. Nippert, M.D., 
H. B. Sweetser, M.D., 
A. W. Assott, M.D., 


Committee. 











MI 


OrrFic 
Sot 


—— 


All : 
tiseme: 
Journz 

All 
Counce: 
Associ. 





Subsc 
Cc 


a 


jou. 


| 





le 


MINNESOTA MEDICINE 


Orrictat JouRNAL MINNESOTA State Mepicat ASSOCIATION, 
SourteRN Minnesota Mepicat Association, NoRTHERN 
Minnesota Mepicat AssociIATION, AND MINNE- 

APOLIS SuRGICcAL Society 
Owned and Published by 
The Minnesota State Medical Association. 

Under the Direction of Its 





EDITING AND PUBLISHING COMMITTEE 
R. E. Farr, M.D. H. Lonestreet Taytor, M.D. 


Mi olis St. Paul 
os B. WILSON, M.D. F._L, Aparr, M.D. 
Rochester Minneapolis 


. T. Curistison, M.D., St. Paul 





EDITORIAL OFFICE 


CARL B. DRAKE, M.D., Eprror 
403 Central Bank Blidg., St. Paul 





BUSINESS MANAGER 
J. R. Bruce, 403 Central Bank Bldg., Saint Paul 
Telephone: Cedar 1683 


210 Commercial Bldg., Minneapolis 
Telephone: Atlantic 2716 








All correspondence regarding editorial matters, articles, adver- 
tisements, subscription rates, etc., should be addressed to the 
Journal itself, not to individuals. 

All advertisements are received subject to the approval of the 
Council on Pharmacy and Chemistry of the American Medical 
Association. 


Contents of this publication protected by copyright. 





r annum in advance. Single 


bscription Price: $3.00 
= Cc 2 ountries $3.50 per annum. 


op: 25c. Foreign 








Vor. VI. JULY, 1923 No. 7 








EDITORIAL 


Northern and Southern Minnesota Medical 
Associations 
A very noteworthy meeting of the Northern 


Minnesota Medical Association was held at Alex- 
andria, Minn., June 4, 5 and 6, 1923. 


This association has always featured a strong 
scientific program, combined with liberal opportu- 
nities for golf and social relaxation. The meetings 
have all been held within the limits of the many 
beautiful lakes of northwestern Minnesota. 


This meeting had been especially planned with 
great care, and the local committee of physicians in 
Alexandria deserves the very greatest credit for the 
delightful entertainment provided. Few places 
have as attractive surroundings as these beautifully 
situated cities of Minnesota, approached by unsur- 
passed roads, and blessed with an air and sunshine 
that defy description. 


A complimentary “fish fry,” given on Wednes- 
day by the citizens of Alexandria, and served by 
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the members of the Kinawis Club, was an evidence 
of ingenuity in entertainment—not only unique, but 
extremely satisfying. 

The method was followed of providing local 
clinics by some of the men appearing on the pro- 
gram, and the local cases provided were instructive 
and entirely satisfactory. A special part of the 
program was set aside for the nurses, and this de- 
parture deserves repetition. 


The Association elected its very efficient secretary, 
Dr. W. L. Burnap, of Fergus Falls, its president for 
the coming year, and named Dr. Will, of Bertha, 
Minn., as secretary. 


It also voted to expand and include the whole of 
northern Minnesota, and named Duluth as its next 
meeting place. 


The meeting of the Southern Minnesota Medical 
Association at Faribault on June 11th was a marked 
success. Almost the entire program was made up 
of clinical demonstrations, which method is now 
quite in vogue. At this meeting it was decided to 
hold but one meeting each year and that in either 
May or June. The address following the banquet 
by Dr. C. H. Mayo on his recent observations of 
European clinics was most interesting and instruc- 
tive and the entertainment provided the visitors by 
the local profession and the citizens of Faribault 
most delightful. 


Holding one meeting a year, as at present obtains 
both for the Northern and Southern Minnesota 
Medical Associations, thus provides two very active 
associations in the northern and the southern half 
of our state that furnish a means of providing in- 
structive, entertaining and lively meetings in the 
interim between the meetings of the State Asso- 
ciation. It is to be hoped that the times of meet- 
ing can be arranged so that they will not be so near 
together that those in attendance will feel unable 
to attend both. 


Minnesota is to be congratulated upon having 
these two very lively organizations. 


E. &. T. 





The University Cancer Institute 


A cancer institute to be built as a part of the 
University Hospital group and to be physicially 
attached to the present hospital has been made 
possible by a bequest of two hundred and fifty 
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thousand dollars from the Citizens’ Aid Fund of 
Minneapolis. The contribution by Mrs. George 
Chase Christian in memory of her husband who 
died a cancer death was largely responsible for 


the gift. 


The institute will consist of fifty beds for cancer 
cases. Equipment for administering the newer 
treatment of cancer in the form of radium and deep 
penetrating roentgenotheraphy costing fifty thou- 
sand dollars will be installed. 


While radium and roentgentheraphy are now be- 
ing extensively used throughout the world the re- 
sults are not startling. It is only through concen- 
tration on the care and study of cancer patients 
that the much to be desired progress in combating 
this disease will be made. 


The cancer institute will be only one of several 
much needed units of the University Hospital sys- 
tem. Pediatric, orthopedic and obstetric units 
should be added and perhaps the most pressing 
need is that of a nurses’ home. 


While the state legislature has been generous to 
the university in the past, certain apparent needs 
have of late been denied. Efforts to obtain the 
psychopathic hospital have been unsuccessful dur- 
ing the last two legislative sessions. 


A medical school requires sufficient hospital 
facilities. Attention was called to the close rela- 
tionship of hospital and medical school in the 
larger medical centers throughout Europe by Dr. 
C. H. Mayo, in his address before the Southern 
Minnesota Medical Association, at the Fairbault 
meeting last month. 


The gift of the Elliott Memorial hospital and the 
recent one of the cancer institute paves the way for 
future bequests of a similar nature. Large gifts for 
medical education are common in the east, for 
example in the case of the new Rehabilitation Hos- 
pital in New York City. In this newer western 
country we are wont to expect the state to supply 
such funds. It is to be hoped that further bequests 
to medical education in Minnesota will follow in 
the near future. 





Professor Clemens Pirquet 


Undoubtedly the European pediatricians best 
known in this country are Dr. Schick and Dr. 
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Pirquet. Many Minnesota physicians know Dr, 
Pirquet or at least have attended his clinic in 
Vienna so that when he takes the chair of pediatrics 


at the university he will not be wholly aiong 
strangers. 


We have been furnished the following sketch of 
his life. 


“Professor Pirquet is forty-nine years old and is 
at present Professor of Pediatrics at the University 
of Vienna and Director of the University Children’s 
Hospital. Prior to this appointment he was Pro. 
fessor of Pediatrics at Breslau University, and for 
two years, 1909-1911, Professor and Chief of 
Pediatrics at Johns Hopkins Medical School and 
Physician-in-Chief to the Harriet Lane Johnson 
Children’s Hospital, in Baltimore. He returned to 
America in 1921, when he delivered a series of 
lectures in the East on the growth and nutrition of 
children. These lectures have since appeared in 


book form. Professor Pirquet’s residence in the 
United States has made him familiar with American 
conditions, and he speaks English excellently. 


“Pirquet first came into prominence as an investi- 
gator in 1905, when he published a monograph 
with Dr. Schick on the nature of serum sickness. 
Two years later, 1907, he developed the Von Pir- 
quet test which is so extensively used in the diag- 
nosis of tuberculosis in children. Pirquet’s earlier 
interest in medicine was in the infectious diseases 
of children, he having published numerous articles 
dealing with various phases of the acute infectious 
diseases. From 1914 to the present time his work 
has been chiefly with the problem of nutrition and 
nutritive disorders. In this connection he has 
carried on extensive studies on growth and physical 
constitution of children and in the development of 
a precise system of nutrition known as the Nem 
system. These studies have included a complete re- 
view of various indices of nutrition and of growth 
with the use of newer statistical and graphic 
methods. Since the war, conditions have led him 
into the care and treatment of tuberculosis in chil- 
dren. He has at the present time a large service in 
Vienna devoted to the treatment of tuberculous 
children.” 


The University is fortunate in obtaining the 
services of such an eminent physician as Professor 
Pirquet and it is to be hoped that his genius will 
further devélopment in its new soil. 
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Woman’s Foundation for Health 


Much attention has been paid to the curing of 
disease and in recent years to its prevention. The 
conception of health as something to be achieved 
and attainable by the average individual is the 
theme of the Woman’s Foundation for Health. 


In brief, the Woman’s Foundation for Health is 
an organization correlating the health activities of 
It was 
organized in the fall of 1919 and representatives of 
its component organizations make up its House of 
Delegates which meets each November to discuss 
policies and elect officers. 

The purpose of the Foundation is largely educa- 
tional. It desires “to establish the conviction that 
health is generally attainable through individual 
effort and responsibility” and “that mental health is 
as procurable as physical health.” 

A reading of “A Handbook on Positive Health” 
published by the foundation in co-operation with 
the Council on Health and Public Instruction of the 
American Medical Association, gives a more con- 
crete idea of what the purpose of the Foundation 
is. In this book are handled such subjects as health 
examinations; individual exercises; feet, posture, 
shoes and walking; nutrition; mental health in 
children and adults; the process of reproduction; 
The subjects are handled by well 
known sociologists and medical men in a most 
masterly and practical manner. 

Here is another organization advocating health 
examinations. In its handbook is an elaborate 
chart for tabulating findings—too elaborate for the 
average physician. The kind of health examination 
described would be better carried out in part at 
least by a physical director of a gymnasium or per- 
haps even better by a specialist in health examina- 
tions. It is questionable whether the average 
physician will ever be “educated” to the point where 
he will concern himself in taking periodic strength 
tests, for instance. The value of periodic examina- 
tions, however, has been firmly established and 
physicians are beginning to become interested. 

It is perfectly true that too many individuals, and 
particularly women, are content to enjoy only half 
health, either through ignorance or the existence of 
bad habits. Education will do a lot, but emphasis 
must be laid on individual initiative and will power 
to carry out known health procedures. The 
Women’s Foundation for Health has this double 
function and has our hearty approval. 


numerous national woman’s organizations. 


recreation. 





MISCELLANEOUS 


MISCELLANEOUS 


—_——_——- 


MEDICAL AID FOR RUSSIA 


In a recent mail an appeal was received from Geneva 
for aid for the doctors and medical institutions of Russia. 
There is a deplorable lack of things medical throughout 
Russia so that hospitals are forced to close and epidemic 
disease runs riot. This appeal is made to the scientific 
and medical bodies of Europe and America and is signed 
by numerous medical notables in the various European 
countries. Contributions may be sent to the secretary, Dr. 
Fridtzof Nausen, 54, rue du Rhone, Geneva, Suisse. 


In this country the American Medical Aid for Russia is 
now the medical section of the American Friends Service 
Committee, an organization of Quakers. The Minnesota 
Russian Relief Committee with headquarters in Minneapo- 
lis represents this organization in this northwestern terri- 
tory and desires to effect some organization of physicians, 
nurses and drug dealers to alleviate the appalling need in 
Russia. 


The following letter from Dr. Eversol, a member of the 
Commission on Russian Relief, to Dr. Emerson, of the 
American Medical Aid for Russia, was submitted by Dr. 
Frank Smithies, general secretary of the American College 
of Physicians, at its meeting in Philadelphia in April, and 
the appeal was endorsed by the college. The letter is 
published here for the information of the profession. 


Dr. Eversol’s letter reads as follows: 


“Dr. Haven Emerson, 

American Medical Aid for Russia, 
103 Park Avenue, 

New York City. 

“My Dear Mr. Emerson: 

“As public health adviser to the Russian Commission of 
the National Information Bureau, I had the opportunity of 
making a survey of health conditions in the larger cities, 
in normal country districts, and in the famine districts of 
Russia. You are conversant with the fact that Miss Bond 
and Miss Davis assisted me in this work, but I desire to 
emphasize the importance of their co-operation. 


“Our observations agree with the reports of the League 
of Nations Health Section as to typhus, recurrent fever, 
cholera, dysentery and smallpox. Great effort is being 
made to control epidemic diseases, but they are still to be 
found in all parts of the country to an extent that would 
tax the health resources of any country. Accurate medical 
statistics are not available, but the fact that in the past five 
years according to the most moderate estimates of epidemi- 
ologists, there have been 25,000,000 cases of typhus alone, 
gives some idea of the extent of the problem. Malaria is 
widespread, especially among the peasant population, and 
is still on the increase. In December the Commissariat of 
Health reports 8,000,000 cases registered. No statistician 
dares even estimate the inroads of tuberculosis upon an 
exhausted population in a chronic state of undernutrition. 


“One of the most serious problems which confronts the 
medical profession is the care of millions of children whose 
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health has been damaged by adverse social and economic 
conditions. Studies made among 25,000 school children in 
Kiev and 22,000 in Kharkov, both in the famine region, 
show 75 per cent and 82 per cent classified as tubercular 
on the basis of von Pirquet tests plus positive clinical find- 
ings in each case. A school dispensary in Petrograd reports 
that if marked anemia and malnutrition are included 100 
per cent of the 27,000 children examined in 1922 presented 
symptoms requiring treatment. 


“Hospitals, which have been taxed to the utmost to meet 
the epidemic situation, are now running with greatly 
reduced efficiency owing to lack of necessary equipment 
and supplies. Surgical instruments are worn beyond the 
possibility of repair. The American Relief Administration 
and other foreign relief organizations have sent great quan- 
tities of medical supplies, but Russia is so large and so 
impoverished after the many years of isolation and disease 
that we found medicines only in small quantities or entirely 
lacking in all the districts we visited in Russia. In many 
of the so-called normal areas, which have never been 
touched by foreign relief, the lack of essential supplies is 
even more acute than in the famine area. Dispensaries, 
while still running, are hampered by the lack of even the 
simplest drugs. For example, one district in the Samara 
Government, reporting 4,500 cases of malaria, had not one 
grain of quinine. 


“In spite of these material handicaps, medical work in 
Russia is not an incoherent effort of individual physicians. 
The central Commissariat of Health in Moscow is a real 
organization, with local departments in every government 
functioning on parallel lines. It has a carefully thought 
out program covering every phase of preventive and cura- 
tive work formulated and directed by a scientific council, 
including physicians of international reputation. Construc- 
tive work has been hampered by the emergencies of famine 
and epidemic, but there is no reason to believe that it will 
not be further developed as soon as economic conditions 
permit. 


“Russian doctors and nurses as a result of their self- 
sacrificing efforts to maintain a high standard of medical 
work, have reached the point of exhaustion. It is certain 
that at least 75 per cent of these men and women are 
existing on incomes inadequate for even the bare necessi- 
ties of food and clothing. Great numbers of doctors and 
nurses have died in fighting epidemics, others have -con- 
tracted tuberculosis, and those who remain are so weakened 
by years of privation and overwork that they have slight 
resistance to disease. All achievement is being paid for 
in terms of undermined health and death among the medi- 
cal personnel, but Russian doctors everywhere, while ad- 
mitting their desperate economic condition, made only one 
appeal for themselves—medical literature from the outside 
world, 


“In my opinion the point of attack in the present health 
situation of Russia is to preserve the medical personnel 
and to supply their essential professional needs. There is 
great need for food and for instruments, drugs, medical 
supplies and literature to make their work effective. I 
trust that the National Campaign of Physicians and Sur- 
geons in behalf of medical aid for Russia will bring this 
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situation so forcibly to the attention of the American public 
that immediate and generous aid will be given. 
“Yours sincerely, 
“H. O. Everso.r,” 
Contributions may be sent to the Minnesota Russian 


Relief Committee, 307 Lincoln Bank Building, Hennepin 
and Fighth, Minneapolis. 





REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


TRI-STATE DISTRICT MEDICAL ASSOCIATION 

The annual assembly of the Tri-State District Medical 
Association of Iowa, Illinois, Wisconsin and Minnesota and 
districts of surrounding states will be held at Des Moines, 
Iowa, on October 29, 30, 31 and November 1, 1923. 


MINNEAPOLIS SURGICAL SOCIETY 

Beginning Thursday, October 4, 1923, the Minneapolis 
Surgical Society will give a Clinic Day the first Thursday 
of each month. The Clinic Day program will consist of 
Operative Clinics at the hospitals in the forenoon. Dry 
Clinics in the afternoon and a literary program in the 
evening. All physicians and surgeons are cordially invited 
to visit these clinics. Announcement of the program will 
appear in advance in this journal. 


ST. LOUIS COUNTY MEDICAL SOCIETY 
The St. Louis County Medical Society will hold its sum- 
mer meeting on the Iron Range at the Esquagama Club. 
Tentative plans are for a scientific and business meeting at 
4 P. M. to be followed by a dinner and a dance in the 
evening. The date has been set for August 4. 


OF GENERAL INTEREST 


Dr. G. G. St. Clair of Duluth has moved his office to the 
Lyceum Building. 


Work on the addition to St. Luke’s Hospital, Duluth, is 
now well under way. 


Dr. Frank Knapp, formerly with the Nicollet Clinic of 
Minneapolis, is now located at Duluth. 


Dr. A. M. Hanson, who spent two months in Europe, has 
returned to Faribault to resume practice. 


Dr. Robert S. Gutsell, formerly of Maiden Rock, Wis 
consin, has located at Zumbro Falls, Minn. 


Dr. W. S. Lemon of Rochester left for Muncie, Indiana, 
where he will read a paper before a medical society. 


Dr. Oliver S. Olson was elected city commissioner of 
Duluth and assigned the department of public safety. 


Dr. C. H. Sherman, formerly of Marine-on-St. Croix, has 
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opened up an office in the Andersen Block, Becker, Minne- 


sota. 


the past two years, returned to his practice in Faribault in 
June. 


Dr. F. P. Strathern of St. Peter will erect an office on his 
business property on West Nassau street during the summer 
months. 


Dr. A. F. Hunte of Truman was elected president of the 
Blue Earth Valley Medical Association at the annual meet- 
ing, June 11. 


Dr. P. C. Gibson of Onamia, believed to be the oldest 
Legionaire, is ill. Dr. Gibson entered the service in the 
medical corps. 


Doctors W. A. Coventry, C. L. Haney and E. L. Arm- 
strong of Duluth attended the Shriners’ convention at 
Washington, D. C. 


Dr. L. A. Sukeforth has been appointed health officer of 
Duluth to succeed Dr. E. W. Fahey. Dr. Clarence Taylor 
will continue as assistant. 


Dr. F. A. Willius of Rochester gave a lecture on “The 
Prevention of Heart Disease” Thursday evening, May 24, 
in the lobby of the clinic. 


Dr. C. A. Hedblom of Rochester was elected president 
of the American Association for Thoracic Surgery, at the 
meeting of that body held May 29 and 30 in Chicago. 


Dr. and Mrs. A. G. Beyer, of Red Wing, sailed from 
New York, June 16, for Vienna, where Dr. Beyer will take 
up studies in eye, ear, nose and throat for an indefinite 
period. 


Dr. O. F. Melby, Thief River Falls, was appointed a 
member of the State Board of Health by Governor Preus. 
His commission is for an unexpired term running until 


January 1, 1925. 
Dr. F. M. Turnbull and Mrs. Turnbull, Duluth, with their 


son, Frederick. are attending the national convention of the 
American Medical Association, which is being held at San 
Francisco, California. 


Dr. John C. Staley, St. Paul, was appointed June 25, 1923, 
superintendent of the City and County Hospital, now known 
as the Ancker Hospital, St. Paul. Dr. Staley was unani- 
mously recommended for the position at a special meeting 
of the Ramsey County Medical Society. 


At a recent meeting of the Minneapolis Surgical Society 
the following officers were elected: Dr. James M. Hayes, 
president; Dr. James A. Johnson, vice president; and Dr. 
A. A. Zierold, secretary. 


Dr. E. G. Senty, who received a graduate degree from 
the University of Minnesota in January, left the Mayo 
Foundation, Rochester, June 1, to become associated with 
Dr. Paul A. White in Davenport, Iowa. 


Dr. Gilbert J. Thomas, Minneapolis, was fecently elected 
to membership in the American Association of Genito- 


Urinary Surgeons, which association numbers fifty of these 
specialists throughout the United States. 


Dr. D. E. Seashore of Duluth was elected chief of the 
staff of St. Luke’s Hospital at the annual election of officers, 
held recently. Dr. Seashore succeeded Dr. Robert Graham. 
Dr. H. M. Tibbitts was re-elected secretary. 


Eighty members of the American Surgical Association, 
which had been in session at Rochester, were entertained 
at the University Club, St. Paul, on June 3 by Dr. Arthur 
Law of Minneapolis and Dr. A. McLaren of St. Paul. 


Dr. K. E. Kretschmar, recently from Munich, Germany, 
has been licensed to practice in Minnesota and has opened 
offices in Minneapolis at 2730 Hennepin Avenue S. His 
practice is limited to the treatment of varicose veins and 
varicose ulcers. 


Professor K. F. Wenckebach, of the University of Vienna, 
gave Mayo Foundation lectures before the staff and fellows 
of the Mayo Clinic and Foundation, June 7 and 8, on 
“Arrhythmias of the Heart and Their Therapeutic Control,” 
and “Angina Pectoris and Its Surgical Treatment.” 


Dr. Francis Carter Wood, of the Institute for Cancer 
Research of the Columbia University, New York City, and 
Dr. James B. Murphy, of the Rockefeller Institute, gave 
Mayo Foundation lectures at the Mayo Clinic, June 11 and 
12, on “Radiotherapy in the Treatment of Cancer.” 


Drs. H. M. Henderson, Gordon B. New, and H. F. Helm- 
holz of Rochester, attended the meeting of the Pacific 
Northwest Medical Association held in Seattle, June 19, 20 
and 21, where they presented papers. They also attended 
the annual meeting of the American Medical Association at 
San Francisco. 


The Cloquet Hospital, formerly owned by Dr. James 
Fleming, has been purchased by Dr. Franklin W. S. Raiter 
and will be operated as a general hospital, open to all 
physicians in Cloquet and vicinity. Dr. Roy F. Raiter, now 
located at the Cincinnati General Hospital, will be asso- 
ciated with his brother in the management of the Raiter 
Hospital. 


The meeting of the association of resident and ex-resident 
physicians of the Mayo Clinic was held in Rochester, June 
4,5 and 6. The officers elected for the coming year follow: 


President—Dr. T. M. Joyce, Portland, Oregon. 

Vice President—Dr. R. P. Sullivan, New York City. 

General Secretary—Dr. Harold L. Foss, Danville, Penn- 
sylvania. 


Program Committee—Dr. Clyde Roeder, Omaha, Nebras- 
ka, chairman; Dr. G. J. Thomas, Minneapolis, Minnesota; 
Dr. A. J. Scholl, Rochester, Minnesota. 


Local Arrangements Committee—Dr. Lee Pollock, Roch- 
ester, Minnesota, chairman; Dr. P. A. O’Leary, Rochester, 
Minnesota; Dr. B. E. Hempstead, Rochester, Minnesota. 


Secretary and Treasurer—Dr. R. D. Mussey, Rochester, 
Minnesota. 





NEW AND NON-OFFICIAL 
REMEDIES 





During May, the following articles have been accepted 


by the Council on Pharmacy and Chemistry for inclusion 


in New and Non-official Remedies: 
Connaucut ANTITOXIN LABORATORIES: 
Insulin-Toronto. 
Insulin-Toronto—5 c.c. vials, 5 units in each cubic 
centimeter. 
Insulin-Toronto—5 c.c. vials, 10 units in each cubic 
centimeter. 
MALLINCKRODT CHEMICAL Works: 
Arsphenamine-Mallinckrodt. 
Arsphenamine-Mallinckrodt Ampules, 0.1 Gm. 
Arsphenamine-Mallinckrodt Ampules, 0.2 Gm. 
Arsphenamine-Mallinckrodt Ampules, 0.3 Gm. 
Arsphenamine-Mallinckrodt Ampules, 0.4 Gm. 
Arsphenamine-Mallinckrodt Ampules, 0.5 Gm. 
Arsphenamine-Mallinckrodt Ampules, 0.6 Gm. 
Arsphenamine-Mallinckrodt Ampules, 1.0 Gm. 
Barbital-M.C.W. 
Cincophen-M.C.W. 
Mercuric Cyanide-M.C.W. 
Quinine Ethylcarbonate-M.C.W. 
Parke, Davis & Co.: 
Pollen Extract Ragweed-P. D. & Co. 
Pollen Extract Timothy-P. D. & Co. 
NON-PROPRIETARY ARTICLE: 
Insulin. 
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Skiabaryt for Oral Administration—A mixture of Barium 
Sulphate-Merck for X-Ray Diagnosis, 75 to 85 per cent, 
admixed with sugar, tragacanth, vanillin, cinnamon and 
cacao. A smooth mixture is made with water and this is 
then ready for drinking. Merck & Co., New York City. 
(Jour. A. M. A., May 12, 1923, p. 1381.) 


Skiabaryt for Rectal Administration—A mixture of Ba- 
rium Sulphate-Merck for X-Ray Diagnosis, 75 to 85 per 
cent, admixed with sugar, tragacanth, vanillin and cinna- 
mon. A smooth paste is formed by addition of water and 
it is then ready for administration through the irrigator. 
Merck & Co., New York City. (Jour. A. M. A., May 12, 
1923, p. 1381.) 


Neutral Acriflavine—It has the actions and uses of acri- 
flavine (see New and Non-official Remedies, 1923). Being 
neutral in reaction, it is claimed not to have the smarting 
and irritating effects of acriflavine solutions. Neutral acri- 
flavine is a brownish-red, odorless, granular powder. It is 
soluble in less than 2 parts of water, forming a brownish- 
red solution which fluoresces on dilution and which has a 
bitter taste. The Abbott Laboratories, Chicago, Ill. (Jour. 


A. M. A., May 19, 1923, p. 1455.) 


Neutral Acriflavine-Abbott—A brand of neutral acrifla- 
vine-N. N. R.—It is sold in substance and also in the form 
of Tablets Neutral Acriflavine-Abbott, 0.03 gm., and Enteric 
Coated Tablets Neutral Acriflavine-Abbott, 0.03 gm. The 
Abbott Laboratories, Chicago, III. 
19, 1923, p. 1455.) 


(Jour. A. M. A., May 
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PROPAGANDA FOR REFORM 

The Intracardiac Injection of Epinephrin. — Recently 
much publicity has been given to the power of epinephrin, 
when injected into the heart, to produce a response result. 
ing in revivification when the heart has apparently ceased 
its action from certain causes. Of the many cases which 
have been reported, a remarkable one is that in which col. 
lapse occurred during an examination for extra-uterine 
pregnancy. After other methods had been tried without 
avail, an intracardiac injection of epinephrin was given, 
In ten seconds the heart sounds became perceptible. Four 
weeks later the patient was discharged as well. It must 
be borne in mind that the instances in which such restora. 
tion can be utilized are rare. When death comes as the 
result of the wearing away of tissues, as the result of toxic 
action of either bacterial or metallic poisons, or as the 
result of destruction of vital organs, it would be cruel and 
futile to arouse false hopes by what could only be a sen- 
sational experiment. (Jour. A. M. A., May 5, 1923, D 
1314.) 

Intravenous Therapy—For some years the Council on 
Pharmacy and Chemistry has urged conservatism in the 
adoption of the intravenous method of administering drugs, 
It has been necessary to do this to offset the propaganda 
of proprietary firms that, for commercial purposes, feature 
the indiscriminate use of intravenous therapy. In order 
that the status of this form of drug administration might 
be presented to the profession, and that it might 
be made clear under just what conditions the intravenous 
administration of drugs is warranted, the Council publishes 
a report prepared by a committee which studied the prob- 
lems involved. The report discusses the fallacy of the 
arguments commonly advanced by those who advocate in- 
travenous therapy as a routine. The Council has no desire 
to discredit the rational use of drugs by intravenous injec- 
tion, but, on the contrary, it seeks to avoid the accidents 
and disappointments that must follow the abuse of a method 
which, rightly employed, may be a life-saving measure. 
The Council places itself on record as opposing the reckless 
and indiscriminate use of drugs by intravenous injection 
with its attendant dangers and increased needless expense 
to the patient. However, the Council recognizes the legiti- 
mate, life-saving nature of the intravenous administration 
of drugs in extreme cases. (Jour. A. M. A., May 5, 1923, 
p. 1331.) 

Ethylene and Acetylene.—There is a revival of interest 
in two gas anesthetics: ethylene and acetylene. Both gases 
were the subject of experiment in anesthesia many years 
ago. The studies of A. B. Luckhardt and J. B. Carter and 
of W. E. Brown with ethylene confirm the earlier experi- 
ences and hold out promise of the usefulness of the gas. 
In the recent experiments with acetylene, the objectionable 
odor of the gas has been overcome by the addition of oil 
of pine. A mixture of acetylene, 40 parts, and oxygen, 60 
parts, flavored with oil of pine, has been used in major 
operations. The advantages claimed for acetylene are: 
rapid induction; simplicity of administration; safety; ab- 
sence of struggling and excitement, and rapid recovery. 
Both ethylene and acetylene are asphyxiants. Their use- 
fulness in relation to that of nitrous oxid, and also to ether, 
remains to be *demonstrated. (Jour. A. M. A., May 12, 
1923, p. 1383.) 












Fleis 
1921, t! 
conside 
extensi 
for thi 
much ¢ 
sulting 
qualifie 
dietoth 
there ’ 
or yea 
cases | 
many 
ing in 
eases 
addres 
the ef 
establ 
bound 
that 1 
The | 
(1) | 
misle: 
tised 


cently 
phrin, 
result. 
“eased 
which 
h col- 
terine 
ithout 
given, 
Four 
must 
stora- 
is the 
toxic 
s the 
1 and 
| sen- 
3, Dp. 


il on 
1 the 
rugs, 
randa 
ature 
order 
night 
night 
nous 
ishes 
prob- 
~ the 
e in- 
lesire 
njec- 
Jents 
thod 
sure. 
kless 
ction 
ense 
*giti- 
ition 
1923, 


erest 
ases 
ears 
and 
peri- 
gas. 
able 
oil 
, 60 
ajor 


BOOK REVIEWS 471 


Fleischmann’s Yeast Not Admitted to N. N. R.—in March, 
1921, the Council on Pharmacy and Chemisiry tock up the 
consideration of Fleischmann’s Yeast on account of the 
extensive and extreme therapeutic claims which weve made 
for this preparation. Since then the Council has given 
much attention to the subject of yeast therapy. After con- 
sulting with eminent students of nutrition and clinicians 
qualified to speak with authority on questions of nutrition, 
dietotherapy and pediatrics, the Council concluded that 
there was little likelihood that the administration of yeast 
or yeast preparations will be of therapeutic value in many 
cases for which they are advised. The Council finds that 
many advertisements for Fleischmann’s Yeast are mislead- 
ing in that they tend to create the belief that many dis- 
eases are prevented or cured by its use. Advertisements 
addressed to physicians are likely to lead to the belief that’ 
the efficacy of yeast therapy in many conditions has been 
established. Advertisements addressed to the public are 
bound to create the opinion in the mind of the lay reader 
that reliance may be placed on yeast in many conditions. 
The Council refused recognition to Fleischmann’s Yeast 
(1) because it is advertised by means of unwarranted and 
misleading therapeutic claims, and (2) because it is adver- 
tised to the public with unwarranted therapeutic claims 
that may become a detriment to the public health. (Jour. 
A. M. E., May 12, 1923, p. 1398.) 


The Standardization of Pituitary Extract. — Pituitary 
extract—a solution containing the water soluble principle 
or principles from the fresh posterior lobe of the pituitary 
body of cattle—is official in the U. S. Pharmacopeia as 
Solution of Hypophysis, and a method of standardization is 
prescribed. In practice, the pharmacopeial standard has 
been found unreliable and manufacturers have adopted 
various modifications. Further, the pharmacopeial solution 
has been found too weak, and stronger preparations are 
being marketed. Some of these have been accepted for 
New and Non-official Remedies. The wide variation in the 
strength of pituitary extracts and the unsatisfactory char- 
acter of pharmacopeial assay method are shown in a study 
carried out by Erwin E. Nelson, and a study by Morris I. 
Smith and Wm. D. McKlosky. The next pharmacopeia 
should provide a pituitary solution of satisfactory strength 
and an assay method which will insure a satisfactory con- 
trol of this important medicament. Until such a stand- 
ardization is provided, the physician will do well to use 
one of the pituitary preparations accepted for New and 
Non-official Remedies, which he has found to be satisfac- 
tory. (Jour. A. M. A., May 19, 1923, p. 1473.) 


Tryparsamide—The Council on Pharmacy and Chem- 
istry publishes a preliminary report on the experimental 
status of Tryparsamide. The drug is an arsenical developed 
in the Rockefeller Institute for Medical Research. Pending 
the outcome of clinical studies, the substance is not offered 
for sale. Tryparsamide is primarily a trypanocidal agent, 
but it possesses some spirocheticidal activity. It is said to 
produce “tonic” effects. It is proposed for use in the treat- 
ment of trypanosomiasis, syphilis of the central nervous 
system and late stages of syphilis with inactive or indolent 
lesions, and it is said to be specially indicated in the treat- 
ment of cachectic individuals. The Council states that the 
favorable reports of the effect of Tryparsamide on try- 


panosomiasis and neurosyphilis appear to warrant controlled 
trials of the drug in these conditions, but also warns that 
the possibility of harm to vision must be given due con- 
sideration. The Council postponed the acceptance of Try- 
parsamide for New and Non-official Remedies until its 
therapeutic value and safety are established, and until it 
is on the market. (Jour. A. M. A., May 26, 1923, p. 1521.) 


Fibroform and the Nolan Inhaler—“A cure for pulmo- 
nary tuberculosis by the use of pure carbon and calcium 
was claimed by Dr. Wm. T. Nolan of Jeanette, Pa., in an 
address before the Westmoorland County Medical Society 
in Greensburg, Pa.” This was the first paragraph of a 
news story sent out by the Associated Press. The treat- 
ment, it seems, consists of the inhalation of a fine powder 
said to be made by mixing soot with calcium carbonate, 
phosphate, chloride and lactate. This, Dr. Nolan calls 
“Fibroform.” Fibroform is used by means of the Nolan 
Inhaler. The outfit appears to be supplied by Dr. Nolan 
for one hundred dollars. As no quantities are given, the 
composition of this latest “consumption cure” is secret. 
The treatment is put forward on the basis of utterly inade- 
quate tests made only by its sponsor. (Jour. A. M. A., 
May 26, 1923, p. 1535.) 
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NEW AND NON-OFFICIAL REMEDIES, 1923, containing 
descriptions of the articles which stand accepted by the 
Council on Pharmacy and Chemistry of the American 
Medical Association on Jan. 1, 1923. Cloth. Price, 
postpaid, $1.50. Pp. 415 + XXXVI. Chicago: American 
Medical Association, 1923. 


The progressive, up-to-date physician cannot dispense 
with the newer remedies, proprietary and non-proprietary. 
Yet he can neither select them on the basis of the manu- 
facturer’s claims alone, nor devote his patients to experi- 
ments while he tries out those claims. 


New and Non-official Remedies is the publication of the 
Council on Pharmacy and Chemistry through which this 
body annually presents the American medical profession with 
disinterested, critical information about the proprietary 
medicines which are offered to the profession, and which 
the Council deems worthy of recognition. In addition to 
the description of proprietary preparations, the book con- 
tains descriptions and those non-official remedies which the 
Council deems deserving of consideration by the profession. 


A valuable feature of the book is the grouping of 
preparations in classes. Each of these is introduced by a 
general discussion of the group. Thus the silver prepara- 
tions, the iodine preparations, the arsenic preparations, the 
animal organ preparations, the biologic products, etc., each 
is preceded by a general, thoroughly up-to-date discussion 
of the particular group. These general articles compare 
the value of the products included in the group with similar’ 
pharmacopeial and other established drugs which it is pro- 
posed that these proprietary preparations shall supplant. 

A glance at the preface of this volume shows that the 
book has been extensively revised. In fact each edition of 
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New and Non-official Remedies is essentially a newly written 
book, brought up to date by those who speak with authority 
on the various phases of therapeutics. 

Physicians who wish to know why a given proprietary is 
not described in New and Non-official Remedies will find the 
References to Proprietary and Unofficial Articles not found 
in N. N. R. of much value. In this chapter (in the back of 
the book) are given references to published articles dealing 
with preparations which have not been accepted. 

New and Non-official Remedies should be in the hands of 
all physicians who prescribe drugs. The book contains in- 
formation about the newer materia medica which cannot 
be found in any other publication. 

The book will be sent postpaid by the American Medical 
Association, 535 North Dearborn Street, Chicago, on receipt 
of one dollar and fifty cents. 


THE TONSILS: Faucial, Lingual and Pharyngeal, by 
Harry A. Barnes, M. D., illustrated, Second Edition; 
Publishers C. V. Mosby Company. Price $5.00. 

A monograph of some two hundred odd pages relating 
to this special structure or gland. 

The embryology, histology, pathology and anatomy are 
graphically described, the same taking up half of the book. 
The chapter on diseases of the tonsils discusses concisely 
the various pathologic and bacteriologic lesions relating 
to the gland; the cuts illustrating this chapter are well 
executed, though we believe the chapter relating to 
neoplasms could have been brightened by illustrations. 

The indications for tonsillectomy could have been more 
elucidated, as we could find no reference to the importance 
and relation of the gland in diseases of the ear. 

As local anesthesia plays such an important part in 
tonsillectomies nowadays it would seem that the prepara- 
tion and technique could have been made more instructive 
had there been illustrations. 

The surgery of the tonsil has been divided into the two 
recognized methods-—dissection and snare, and the guillo- 
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tine or its modifications. Inasmuch as the meihod of 
choice belongs to the individual operator, we believ>. as jn 
other parts of the book, this chapter could have b-en jm. 
proved by illustrations. Complications and sequ:le are 
given comprehensive consideration. 

As would be expected, x-ray and radium in their relation 
to the treatment of tonsil abnormalities conclude thie sub. 
ject. 

For the bookmaker’s part the book has been well made 
up, but being a monograph on such a common subject we 
believe if more copiously illustrated the work would have 
been greatly improved. 

Georce C. Dittman. 


ABDOMINAL PAIN. By Prof. Dr. Norbert Ortner, 
chief of the second medical clinic at the University of 
Vienna. Authorized translation by William A. Brams, 
M.L., and Dr. Alfred P. Luger. 

In introducing his work, the author states that, although 
pain is rarely considered alone in making a diagnosis, it is 
usually one of the early symptoms and it is therefore justi- 
fiable to consider pain as the starting point in differential 
diagnosis. He has accordingly compiled a book in which 
emphasis is placed upon pain, although the accompanying 
symptoms are quite fully considered. 

“Abdominal Pain” is very well arranged. The first chap- 
ter is devoted to the discussion of diffuse abdominal pain, 
with special attention being paid to the differentiation of 
acute intestinal obstruction and acute perforation of a 
diseased organ. In the following chapters, localized 
abdominal pain is taken up fully, a very complete regional 
differential diagnosis resulting. 

With the exception of repetition, to which all works of 
differential diagnosis are subject more or less, “Abdominal 
Pain” is free from further criticism and can well be ree- 
ommended to all as a very valuable reference book. 

V. P. Hauser, M.D. 








FOR SALE—A fine established G. U. & Skin Practice in 
Duluth, Minnesota. Will sell entire office equipment 
except instruments, and stay with buyer thirty days to 
introduce him to my patients. Have accepted a position 
in Los Angeles. Right party can buy cheap and imme- 
diately step into a splendid practice. Address B-59, 
care Minnesota MEDICINE. 





WANTED—Young man capable of taking charge of Pedi- 
atric department and doing general work, to take sal- 
aried position with clinic group associated with hospital 
in South Dakota town. State qualifications and refer- 
ences in reply. Address B-57, care MINNESOTA MEDICINE. 


HIGH SCHOOL GRADUATE, age 24, wishes position as 
assistant in either doctor’s or dentist’s office. Reference: 
Dr. Peter M. Holl, 2011 Chicago Avenue, Minneapolis. 
Address B-58, care Minnesota MEDICINE. 





POSITION WANTED—By lady of 27 with six years’ ex- 


perience in dental and two in medical office. Proficient 
in x-ray and general office work. Miss M. L. King, 3444 
Portland Avenue, Minneapolis, Phone Colfax 6345. 





OPENING FOR A PHYSICIAN—Collections 98%, office 
equipment for sale. Address B-60, care of MINNESOTA 
MEDICINE. 





